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Puts the gouty arthritic back in the game 





PROBENECID 


To restore your gouty patient to an active life, 
prescribe BENEMID. It “‘...does 


1. have a pronounced uricosuric effect 

2. decrease serum uric acid 

3. decrease the miscible pool of uric acid 

4. stop or decrease acute attacks in most in- 
stances , 

5. have a wide margin of safety 

6. return many invalids to gainful occupa- 


tion.’’* 


When BENEMID is used in chronic gout, 
“clinical results...have been unequivo- 
cally gratifying.’’? 


References: 1. Mod. Med. 23:107 (Nov. 15) 1955. 2. J.A.M.A. 154:213 
(Jan. 16) 1954. 
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DIVISION OF MERCK & CO.. INc.. PHILADELPHIA 1, PA. 
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for middle-age slowdown 


Plestran is indicated as an aid in restoration of helps to correct osteoporosis, senile skin and 
vigor in iniddle-aged or elderly patients who hair texture changes and relieves muscular pain. 
complain of chronic fatigue...reduced vitality 
... low physical reserve...impaired work capac- 
ity... depression . .. muscular aches and pains 
... Or cold intolerance. Such “signs of aging,” 
far from being due to physiologic disturbances, 
may often result from endocrine imbalance, 
especially gonadal and thyroid dysfunction.1-+ 
Plestran provides ethinyl estradiol (0.005 mg.); 
methyltestosterone (2.5 mg.); and Proloid®* 
(% gr.)—hormones which help to correct endo- 
crine imbalance and often halt or reverse in- 


The anabolic and tonic effects of the hormones 
in Plestran appear to be enhanced by combina- 
tion so that small dosages are very effective. 
Combination also overcomes some of the dis- 
advantages of therapy with a single sex hor- 
mone, such as virilization, feminization or 
withdrawal bleeding.® 

Dosage: Usually one tablet daily; occasional 
patients may require two tablets daily, depend- 
ing on clinical response. 


volutional and degenerative changes.1-4 Supplied in bottles of 100 and 500. 

Plestran restores work capacity and a sense of FF gee A ey be =! —— 2151 
Cae ne th: . (May-June 50. 2. Masters, W. H.: st. & Gynec. 

well-being, usually within 7 to 10 days. Itim- ——_ 3:61 (July) 1956. 3. Kimble, S. T., and Stieglitz, E. J.: 

proves nitrogen balance, leads to better muscle Geriatrics 7:20 (Jan.-Feb.) 1952. 4. Kountz, W. B., 


. ; ‘ g and Chieffi, M.: Geriatrics 2:344 (Nov.-Dec.) 1947. 
tone and wager, enhances mental alertness, 5. Birnberg, C. H., and Kurzrok, R.: J. Am. Geriatrics 


*Purified thyroid globulin Soc. 3:656 (Sept.) 1955. 


PLESTRAN ...... 


a metabolic regulator 





WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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(tolazoline hydrochloride CIBA) 


... it exerts a direct vasodilating effect on vessel walls; reduces pain of vasospasm; 

increases blood flow to the extremities. 

TABLETS, 25 mg. (scored). ELIXIR, 25 mg. per 4-ml. teaspoon. 

Also available for injection: MULTIPLE-DOSE VIALS, 10 ml., 25 mg. per ml. * | B A 
SUMMIT, N. J 
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y TO ORAL PENICILLIN 


*"V-Cillin K’ (Penicillin V Potassium, Lilly) 


Within 15 to 30minutes, high blood levels are 
produced by ‘V-Cillin K,’a new, readily soluble form 
of clinically proved ‘V-Cillin’ (Penicillin V, Lilly). 
It combines the virtue of acid stability with greater 
solubility. Because it is more soluble, ‘V-Cillin K’ 


is easily and quickly absorbed. At pharmacies 


everywhere. 


Available in tablets of 125 mg. and 250 mg. 


ELI LILLY AND COMPANY -« INDIANAPOLIS 6, INDIANA, U.S.A. 
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..-to vitality 


VISTABOLIG 


Hundreds of patients have now 
benefited from a short course of 
Vistabolic therapy. This modern 
tonic provides anti-stress, anabolic 
and nutritional support. It helps 
the geriatric patient recover 
quickly from surgery, debilitating 
disease, fatigue, neurasthenia, 

and other stressful conditions. 




















Each oral tablet provides: 

















Available in 10-cc vials and boxes 
’ of 30 tablets. Trial supply and lit- 
erature available on request. 








Hydrocortisone Ber tent 1.0mg. <€ anti-stress aid > One acetate...... 1.0 mg. 

Stenediol® (Methandriol)....10.0mg. “€- anabolic aid: > (Methandriol) ..10.0 mg. 

Bifacton® (Vitamin B,» = nutritional aid > V 12 activity (from 
w/Intrinsic Factor rnaemon®, Liver 
Concentrate) .............. Yo U.S.P. ection, U.S.P.) ..... 20.0 mcg. 
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e Thomas E. Machella, asso- 
ciate professor of medicine at 
the University of Pennsylvania 
and chief of the gastrointesti- 
nal clinic at the University 
Hospital, writes on the diag- 
nosis and management of the 
major Complications of Duo- 
denal Ulcer in the November 
issue of Geriatrics. Hemor- 
rhage, perforation, obstruction, 
and intractability are discussed 
in terms of clinical manifesta- 
tions, laboratory findings, 
roentgen examination, and 
specific treatment. Occasional- 
ly, symptoms of a secondary 
anemia will appear as a result 
of chronic blood loss from a 
duodenal ulcer. 


e In a study of The Electro- 
cardiogram in Persons Over 
70, it was found that the inci- 
dence of abnormal tracings in- 
creases with age and with the 
appearance of clinically detect- 
able heart disease. Charles 
Fisch, Pasquale Genovese, 
Richard W. Dyke, Ward Lara- 
more, and Robert J. Marvel, 
visiting physicians at the In- 
dianapolis General Hospital 
and members of the staff of 
the Indiana University School 
of Medicine, report that the 
major abnormalities consist of 
S-T-T changes, conduction de- 
fects, disturbances of rhythm, 
and myocardial infarction. 
However, only 38.7 per cent of 
the abnormal tracings were ac- 
companied by detectable heart 
disease. 


e The changes in a particular 
disease are not the result of 
the disease process itself but 
rather are caused by nonspe- 
cific factors common to most 
chronic illnesses, such as inter- 
current infection and malnu- 
trition, according to Eugene J. 
Chesrow, George C. Turner, 
Fenton Schaffner, and Dorothy 
Gaines, members of the staff of 
the Cook County Institutions 
in Oak Forest, Illinois. Their 
analysis of Electrophoretic Se- 
rum Proteins, Glycoproteins, 
and Lipoproteins in Chronic 
Diseases of Different Etiologies 
shows that the gamma globu- 
lin protein increased while the 
carbohydrate content dimin- 
ished. No significant changes 
were found in the other frac- 
tions. 


e Prophylatic Therapy to 
Minimize Upper Limb Compli- 
cations After Radical Mastec- 
tomy must be directed essen- 
tially to the control of lymphe- 
dema, the common denomina- 
tor of all the various compli- 
cating sequelae, states Norman 
C. Delarue, who is on the sur- 
gical staff of the Toronto Gen- 
eral Hospital. Not until wound 
healing is well under way 
should an active program of 
physiotherapy be instituted for 
restoration of shoulder joint 
function. Dr. Delarue discusses 
the exercise program thorough- 
ly with the help of photo- 
graphic illustrations. 


e E. M. Bluestone, consultant 
at the Montefiore Hospital in 
New York City, contends that 
the teachings of intramural 
and extramural environmental 
medicine and social medicine 
must predominate in the plan- 
ning of a Combined Hospital- 
Home Program. Based upon a 
successful ten-year experimen- 
tal program are his pleas for 
direct cooperation of hospital 
and home without the inter- 
position of any middleman ex- 
cept the family physician. The 
original inclusive program, 
which unifies hospital and 
home in an integrated organ- 
ization, remains the soundest 
and most constructive by virtue 
of its continuity of care and 
its immediate availability. 


e A six months’ survey re- 
vealed that 40 per cent of a 
Florida population aged 50 
and over experienced disabling 
illness for one full day or 
more, and 17 per cent were 
incapacitated for ninety days 
or more. Visiting a physician 
proved to be the most preva- 
lent health care practice. The 
variations in morbidity in re- 
lation to sex, age, race, resi- 
dence, and socioeconomic status 
are examined by Irving L. 
Webber, assistant professor of 
sociology and anthropology at 
the University of Florida in 
Gainesville, who writes on The 
Health of Older People in 
Florida. 
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THREE 10 FIVE TIMES 
THE ACTIVITY 
OF CORTISONE 

OR HYDROCORTISONE 





PREDNISOLON 


supplied: 5 mg. and 2.5 mg. scored tablets; bottles of 30 and 100. 


PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN 
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Wyeth... 
Name to Remember 
in 
Cardiovascular 


ciated 


ANSOLYSEN* 
TARTRATE (Pentolinium Tartrate) 


Indicated in moderately severe, severe, and 
uncomplicated malignant hypertension. The 
action of ANSOLYSEN is potent, reliable, and pro- 
longed. It lowers blood pressure, relieves 
symptoms, offers minimal by-effects. 


PURODIGIN’ 


(Crystalline Digitoxin) 
Indicated in congestive heart failure. PuRODIGIN 
achieves and maintains digitalization with the 
smallest oral dose of all cardioactive glycosides. 
It offers high potency, complete absorption, 
steady maintenance, uniform action. 


THIOMERIN’ 
SODIUM (Mercaptomerin Sodium) 
Indicated for diuretic therapy. THIOMERIN pro- 
duces significantly effective, smooth, and 
persistent fluid loss. It is well tolerated when 
given subcutaneously and, of all organomercurial 
diuretics, is least irritant. 


W YAMINE” 


SULFATE INJECTION 


(Mephentermine Sulfate) 


Indicated in acute hypotensive states not asso- 
ciated with hemorrhage. Injection WYAMINE is 
an effective and predictable pressor agent. It may 
be used intravenously or intramuscularly for 


either prophylaxis or therapy of hypotension. ® 
Philadelphia 1, Pa. 
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OLEANDOMYCIN TETRACYCLINE-PHOSPHATE BUFFERED 


when susceptibility testing is not 




























buffered for higher, faster antibiotic levels 
... adds new certainty in antibiotic ther- 
apy... particularly for that 90% of the 
patient population treated at home or office 


practical— 

Supplied: 

SIGNEMYCIN V CAPSULES containing 250 mg. (ole- 
andomycin 83 mg., tetracycline 167 mg.), phos- 
phate buffered. Bottles of 16 and 100. 
SIGNEMYCINt CAPSULES—250 mg. (oleandomycin 
83 mg., tetracycline 167 mg.), bottles of 16 and 
100; 100 mg. (oleandomycin 33 mg., tetracycline 
67 mg.), bottles of 25 and 100. 

SIGNEMYCIN FoR ORAL SUSPENSION—1.5 Gm., 125 
mg. per 5 cc. teaspoonful (oleandomycin 42 mg, 
tetracycline 83 mg.), mint flavored, bottles of 2 02 
SIGNEMYCIN INTRAVENOUS—500 mg. vials (olean- 
domycin 166 mg., tetracycline 334 mg.), and 250 
mg. vials (oleandomycin 88 mg., tetracycline 167 
mg.); buffered with ascorbic acid. 











( Pfi =e) Prizer Lazorarories, Brooklyn 6, N. ¥- 
LP hahaleg Division, Chas. Pfizer & Co., Inc. 


World leader in antibiotic development and production 
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RESTORATION OF FACULTIES #* TONE 


Analeptone 


Pentylenetetrazol-Niacin-Pepsin Combination 


For the Aged and Aging Patient—with cerebral anoxia, de- 
pression, confusion, inability to concentrate, loss of memory— 


NEW HOPE FOR ENJOYMENT OF LIVING 


Clinically, COMBINATION THERAPY demonstrated superiority, producing both sub- 
jective and objective improvement in: behavior, psychological performance, appear- 
ance, personal habits, sociability, attention, mood, memory, sleep;’ improves sluggish 
appetites in aged cerebral arteriosclerotic patients.’ Pentrazol acts with “a greater 
degree of permanence in mood control than do the presently known tranquilizers.” 


EFFECTIVI WITHOUT ADVERSE REACTION 
Elevates mood; improves alertness, —without causing excitation, sleeplessness, 
interest, appetite anorexia, as do caffeine and amphetamines 
Improves sleep habits, tractability, —without barbiturate-like cerebral or 
cooperativeness respiratory depression 
Reduces irritability, agitation, fear, —without inducing depression, drowsiness, 
hallucinations, disorientation, stupefaction or gastrointestinal 
confusion, combativeness disturbances, as do tranquilizers 


No untoward side-effects—save for “niacin flush” in sensitive individuals 




















ELIXIR TABLETS 
Each teaspoonful (4 cc) contains: Each tablet contains: 
Pentylenetetrazol 200 mg. Pentylenetetrazol 100 mg. 
Niacin. 100 mg. LE SSE a ee PSE 50 mg. 
Peptenzyme® Elixir q. s. Pepsin 1:10,000 5 mg. 
SUPPLIED: Bottles of 8 fl. oz. SUPPLIED: Bottles of 100 


DOSE: 12 to 1 teaspoonful (1 to 2 tablets), 1 - 3 times daily 


) 


RAL 
whut REED & CARNRICK, Jersey City 6, N. J. 


REFERENCES: 1. Smigel, J. O.: M. Times 85: 149, 1957. 2. Levy, S.: J.A.M.A. 153: 1260, 1953. 3, Thompson, 





L. J., and Procter, R. C.: North Carolina M.J. 15: 596, 1954. 
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has many unique advantages as an antispasmodic-sedative... 


Butibel contains (per tablet or 5 cc.): 
BUTISOL SODIUM? 10 mg. (1% gr.) 
Butabarbital Sodium 


“daytime sedative” with less risk of accumulation 
or development of tolerance. 


Ext. Belladonna 15 mg. (1/4 gr.) 
Natural belladonna and Butisol have approxi- 
mately equal durations of action (no overlap- 
ping sedation or inadequate spasmolysis). 
Butibel tablets. ..elixir 

Prestabs* Butibel R-A (Repeat Action) Tablets 


(McNEIL | 


LABORATORIES, INC. 
Philadelphia 32, Pa. 
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RAPID HEALING IN VAGINAL 


SURGERY PROMOTED BY 
LOCAL ESTROGEN THERAPY 


In the postmenopausal patient, 
local estrogen application before 
and after plastic vaginal surgery 
promotes proliferation and vascu- 
larity of the epithelium, thus re- 
storing the atrophic and friable 
mucosa to a more normal state. 
This facilitates the surgical pro- 
cedure as well as favors more rapid 
healing. Doyle’ suggests the use of 
“Premarin” Vaginal Cream 7 to 
10 days prior to surgery. Hamblen’ 
recommends local estrogen therapy 


for about 10 days before, and 10 
days after, intervention. 


Treatment of Senile Vaginitis 
is Simplified 


According to Doyle, local estrogen 
therapy provides “a valuable thera- 
peutic constituent in the manage- 
ment of vaginitis and vaginal 
infections, regardless of etiology.’”” 
This method affords “an almost 
immediate healing and soothing 
effect.’”* 





® > 


“Premarin. 





Vaginal Cream 














PREMARIN” VAGINAL CREAM in a nonliquefying base, is standardized in 
terms of the weight of active, water-soluble estrogen content expressed as sodium 
estrone sulfate (0.625 mg. per gram). Presented in a combination package No. 874 
—11% oz. tube with specially designed calibrated applicator; also refill available. 


Complete information may be obtained by writing to Ayerst Laboratories, 22 East 
40th Street, New York 16, N. Y. 


« 2. Hamblen, E. C., in Stieglitz, E. J.: Geriatric 
3. Doyle, J. C.: California Med. 


1, Doyle, J. C.: Urol. & Cutan. Rev. 55:618 (Oct.) 1951. 
Medicine, ed. 2, Philadelphia, W. B. Saunders Company, 1949, p. 657. « 
71:15 (July) 1949. 


Ayerst Laboratories e New York, N. Y. e Montreal, Canada @ 








SIG: 2 CAPS DAILY | BOTTLES OF 100 AND 1000. 
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in arthritis, BUFFERINs because... 


...in the majority of your arthritic cases BUFFERIN alone can safely and 
effectively provide adequate therapeutic control without resorting to the 
more dangerous cortisone-like drugs. 


... BUFFERIN is better tolerated by the stomach than aspirin, especially 
among arthritics where a high dosage, long term salicylate regimen is 
indicated. 

.. BUFFERIN provides more rapid and more uniform absorption of 
salicylate than enteric-coated aspirin. 
...even in the relatively few cases where steroids are necessary, use of 
BUFFERIN will allow proper flexibility for individual dosages. 
... BUFFERIN is more economical for the arth- 
ritic who requires a long period of medication. 
... BUFFERIN contains no sodium, thus mas- 
sive doses can be safely given without fear of 
sodium accumulation or edema. 





Each sodium-free BUFFERIN tablet contains acetylsalicylic acid 
5 grains, and the antacids magnesium carbonate and aluminum glycinate. 


Bristol-Myers Company, 19 West 50 Street, New York 20, New York 





e URINARY ODORS 
e AMMONIA DERMATITIS 
e ULCERATION 


safe... 


sure... 


effective... 






Ss. F. DURST & CO., INC., PHILADELPHIA 20, PA. 


More than 25 years of service to the medical profession 





-Look to 


ORAL therapy for 





DAMETRH 


“Within a week, there was a pronounced re- 
duction in odor, a disappearance of rash and a 
clearing of ulceration and pustules.’’! That was 
the result of oral Pedameth therapy in a New 
York State institution. 


Pedameth is unique in its application in the 
control of odor. Since it contains 0.2 Gm. of 
dl-methionine, one of the essential amino acids 
necessary for growth, repair and metabolism of 
tissue, Pedameth is completely safe. 


Pedameth is effective too. In a clinical trial on 
86 patients at the institution mentioned, three 
capsules per day controlled the odor and, in 
addition, cleared the rash and ulceration. Where 
the patient was unable to take the capsule, the 
capsule was opened and the contents were 
mixed with his food. 


But try it yourself on one of your own patients. 


Write now for samples and literature and prove 
its efficacy ... in your own practice. 
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1. Control of odor, dermatitis, and ulceration from am- 
moniacal urine with di-methionine. Bergman, M., Geri- 
atrics, 12:386 (June) 1957. 


Available in bottles of 30 capsules. 


“DURST"’ 











for gratifying 


rauwolfia response 
virtually free from side actions 
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To assure 
good 
nutrition— 


PROPER 
DIGESTION 


need not rely on “wishing” 








Each double-layered Entozyme As a comprehensive supplement to deficient natural 
tablet contains: ; . : ; : 
Pepsin, N.F 250 mg. secretion of digestive enzymes, particularly in older 
— released in the stomach from patients, ENTOZYME effectively improves nutrition by 
gastric-soluble outer coating we : ; 
of tablet. | bridging the gap between adequate ingestion and proper 
Pancreatin, U.S.P 300 mg. : : ; ; e 
Bile Salts i a eng. eeren: iin Pres of all ages, it has proved help 
—released in the small intestine ful in chronic cholecystitis, post-cholecystectomy syn- 
from enteric-coated inner ; iss : 
core. drome, subtotal gastrectomy, pancreatitis, dyspepsia, 
A. H. ROBINS CO., INC. eee Mat co) -1e-lalecMam Ele) (-tale-Mmar-TUS-1- Me lale Mell celal fomalticge 
Richmond 20, Virginia ; : 
Ethical Pharmaceuticals of Merit since 1878 idfeyar-] mel isicelaey-lalecton 


For comprehensive digestive enzyme replacement— 
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The 

Upjohn Company 
announces 

a major 
corticosteroid 
improvement 


minor 
chemical 
changes 
can mean 
major 
therapeutic 


tmprovements 


Medrol 


The most 

efficient of all 
anti-inflammatory ~° 
steroids 


Supplied: Tablets of 4 mg., in bottles 
of 30 and 100. 


*TRADEMARK FOR METHYLPREONISOLONE, UPJOHN 


1949 cortisone 


HO 


1951 hydrocortisone 


1955 prednisolone 


Lower dosage 
(% lower dosage 
than 
prednisolone) 


Better tolerated 
(less sodium 


retention, less 
gastric irritation) 


For 

complete information, consult 
your Upjohn representative, 

or write the Medical Department, 
The Upjohn Company, 
Kalamazoo, Michigan. 
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re-establishment 


VolUl ami fel-lahvas el-tai-lale— 


Elderly patients will particularly appre- 
ciate the gentleness and predictability of 
DorBanTYL. It combines crystalline-pure 
DorBane® for selective peristaltic stimula- 


tion and pharmacologically inert dioctyl 
sodium sulfosuccinate for fecal softening— 
in the proportions proved optimal by clini- 
cal trial.* 


You'll find the smooth, safe evacuant action 
of DorBANTYL especially valuable before 
and after surgery, prior to diagnostic pro- 
cedures, in cardiovascular diseases and in 
constipation or obstipation following drug 
therapy. 


VERSATILE DOSAGE. Regular Dorsan- 
TYXL, in bottles of 30 and 250 orange and 


‘Scheilats SCHENLABS PHARI 
J (FORMERLY SCHENLEY LABOR 










peristaltic stimulant—fecal softener 


black capsules, each containing Dorsane 
25 mg., and diocty] sodium sulfosuccinate 
50 mg. DorBantTYL Forte, in bottles of 30, 
100, and 250 orange and gray capsules, each 
equivalent to two regular DoRBANTYL Cap- 
sules, Orange-pineapple-flavored Dorsan- 
TYL Suspension, 150-ce. bottle, each 5-cc. tsp. 
equals one regular DorBANTYL Capsule. 


*Marks, M. M.; Clin, Med. 4:151, 1957. 


and for peristaltic stimulation alone 


DORBANTYL AND DORBANE 


RELY UPON 
RAUDIXIN 
TO RELIEVE 
SOMATIC 
SYMPTOMS 


Elevated blood pressure 
Increased pulse rate 


RELY UPON 
RAUDIXIN TO RELIEVE 
PSYCHIC SYMPTOMS 


Anxiety » Headache * Insomnia 
Excitation + Tension * Agitation 


ACHIEVE TOTAL MANAGEMENT OF YOUR HYPERTENSIVE PATIENTS 


Raudixin helps you achieve total management of your hypertensive patients. Blood pres- 
sure is gently lowered. The work load of the heart is decreased. Psychic symptoms such 
as anxiety and tension are relieved. You can also use the smooth tranquilizing action of 
Raudixin on your tense and anxious normotensive patients. You will find that Raudixin 
has little, if any, effect on the blood pressures of such patients. Whole root rauwolfia 
(Raudixin) “is often preferred to reserpine in private practice, because of the additional 
activity of the whole root.” * Dosage: Two 100 mg. tablets once daily; may be adjusted within 
a range of 50 to 300 mg. daily. Supply: 50 and 100 mg. tablets, bottles of 100, 1000 and 5000, 


*Corrin, K.M.: Am. Pract. & Dig. Treatment 8:721 (May) 1957 


wom (WAU DIXIN 


Squibb Whole Root Rauwolfia Serpentina 


*RAVODIN'® 13 A SQUIBB TRADEMARK SQUIBB Gi Bey Squibb Quality—the Priceless Ingredient 





GERIACTIVE 
WITH i 


-GERILETS 





FILMTAG-~ FILM*SEALED TABLETS, ABBOTT 


A FULL RANGE OF DIETARY AND THERAPEUTIC 


support For OLDER PATIENTS 
B-COMPLEX VITAMINS 


Thiamine Mononitrate. oo... Ome. 
Riboflavin... oe me. 
Pyridoxine Hydrochloride oe me 
Nicotinamide... ... ee 20 me. 
Calcium Pantothenate. . Oo mE. 


OIL SOLUBLE VITAMINS 

Vitamin A... : 1.5 mg. (5000 units) 
Vitamin D Ss 125 me (500 units) 
Vitamin E....... 10 mg. 


HEMATOPOIETIC FACTORS — 
Bevidoral® ; ... ¥US.P. Unit (oral) 
(Vitomin By» with letrinae Factor Concentrate, Abbott) 
Ferrous Sulfate, U.S.P.... ko me. 
Folic Acid . >... 025 me. 

CAPILLARY STABILITY 

Ascorbic Acid..... eo a ee 
Quertine® (Quercetin, a ee mg. 
LIPOTROPIC FACTORS 

Betaine boepibcabaie (oo Sime 
Inositol... .. Poe a 2 
ANTI- DEPRESSANT 


Desoxyn® Hydrochloride. .... - . 1 mg. 
(Methamphetamine Hydrochloride, " Abbott) 


HORMONES 
Sulestrex® (Piperazine Estrone Sulfate, Abbott).... 0.3 mg. 
Methyltestosterone........... oe cee, 


Streamlined into the smallest tablet o of its kind 


=GERILETS 


GERIATRIC SUPPORTIVE FORMULA, ABBOTT 










Postencephalitic 


Idiopathic 


RTANE 


HYDROCHLORIDE TRIHEXPHENIDYL HCI LEDERLE 
















ARTANE is effective in all forms of Parkin- 

sonism, in young and old, cardiac, hyperten- 

first sive, postencephalitic and idiopathic types. 
Well tolerated, ARTANE maintains strong 
antispasmodic action over prolonged periods 

on of treatment. ARTANE is remarkably free of 
toxic properties, has no deleterious effect 

the on bone marrow function. 





list Supplied: 2 mg. and 5 mg. tablets, and elixir 
containing 2 mg. per teaspoonful (5 cc.) 


Dosage: 1 mg. the first day, gradually 
increased, according to response, to 6 mg. 
to 10 mg. daily. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 


“Reg. U. S. Pat. Off. 





DEPROPANEX. 


DEPROTEINATED PANCREATIC EXTRACT 


When you give DEPROPANE®X in biliary colic you 
obtain basic—not narcotic—relief of spasm in three 
minutes. Action is on the smooth muscle itself. 
Ureteral and renal colic respond equally promptly. 
Cystoscopy and other instrumental procedures are 
easier because of muscular relaxation. Postoper- 
atively DEPROPANEX helps control paralytic ileus. 


a> 


MERCK SHARP & DOHME 





the 
“injection 
equivalent” 
act oral androgen 


Metandren Linguets 





Buccally or sublingually absorbed, Metandren 

Linguets provide virtually the therapeutic 

equivalent of intramuscular androgen without 

painful injections, local reactions, skipped 
Bs doses or lost working hours. 


INDICATIONS: in males Male climacteric + Impotence * Angina pectoris 
in females Menopause + Frigidity « Premenstrual tension 
and dysmenorrhea * Functional uterine bleeding 
in both males and females 7o aid in correcting protein 
depletion and chronic debility after: severe injury, prolonged 
illness, severe malnutrition, severe infection. 


METANDREN® (methyltestosterone U.S.P. CIBA) 
LINGUETS® (tablets for mucosal absorption CIBA) 
5 mg. (white, scored) and 10 mg. (yellow, scored). C I B A 
2/2458mMK : SUMMIT, N. gd. 





Robitussin has 
proved “most 
satisfactory” in 
'e 6) Oe LH markedly reducing 
id etcwpoucrepe(ceCenvae-telel 
° ° severity of paroxysms 
medications of coughing'. . .“signifi- 
cantly superior” to other 
standard expectorants, both 
that not only heme bier (ect @leoleuenzcencele 


and in patient acceptance... 
AR hy b tter “the effective cough 
e medicine of choice.’’® 
bad @JoviCehucveMe-bore Webel ccten es 
b ut seemed well-pleased with 
the palatability.” 
1. Blanchard, K., and Ford, R. A.: 
i PARKA M Journal-Lancet 74:443, 1954. 
2. Blanchard, K., and Ford R. A 
Rocky Mt. M. J. 52:278, 1955. 3. Cass, 
L. J., and Frederik, W. S.: Am. Pract 
& Dig. Treat. 2:844, 1951. 
In each 5 ec.— 
Robitussin: 
: Glyceryl guaiacolate. . 100 mg. 
Robins ita Desoxyephedrine HCl . 1 mg. 
7 Robitussin A-C: 
Glyceryl guaiacolate. . 100 mg 


A. H. ROBINS CO., INC. ae rast Desoxyvephedrine HCl . 1 mg. 
Prophenpyridamine 

: : : maleate 7.5 mg 
Ethical Pharmaceuticals : ieee Codeine phosphate. 10 mg. 
of Merit since 1878 


Richmond 20; Virginia 


® 


Robitussin: 
» RObitussin A-C 


Robitussin with Antihistamine and Codeine 








simple, well-tolerated routine for “sluggish” older patients 
one tablet t.i.d. 


DECHOLIN 


“therapeutic bile” 
Establishes free drainage of biliary system—effectively combats bile stasis and 
improves intestinal function. 


Corrects constipation without catharsis—copious, free-flowing bile overcomes tendency 
to hard, dry stools and provides the natural stimulant to peristalsis. 


Relieves certain G.I. complaints —improved biliary and intestinal function enhance 
medical regimens in hepatobiliary disorders. 


DECHOLIN Tablets: (dehydrocholic acid, AMES) 3% gr. 


237587 
(sy AMES COMPANY, INC - ELKHART, INDIANA: Ames Company of Canada, Ltd., Toronto 
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Have you an 
older patient who 


picks at food? 





Many older patients who are finicky eaters find their appetites 
improved by “Troph-Iron’ therapy. As well as stimulating appetite 
in these patients, “Troph-Iron’ corrects the nutritional iron de- 
ficiency that often accompanies poor eating habits. 


‘Troph-Iron’ is also an ideal nutritional adjunct for below-par 
children. 


Each delicious, cherry-flavored teaspoonful (5 cc.) of “Troph-Iron’ 
Liquid and each “Troph-Iron’ Tablet contains Vitamin B,», 25 mcg.; 
Vitamin B,, 10 mg.; and ferric pyrophosphate, 250 mg. 


One teaspoonful or one tablet daily suffices. 


T ro p h a ro n liquid and tablets 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
31A 





an incomparable protectant 
and healing agent 
for the SKIN of the AGED 


DESITIN 


ointment 


sustained soothing, lubricating, antipruritic— 
and healing—effects in... 


rash and excoriation due to 

e incontinence 

e senile pruritus 

e external ulcers 

e stasis dermatitis 

e excessive dryness 


DESITIN OINTMENT—rich in cod liver oil—has a 30 year clinical background of 
success in the treatment of many skin conditions. 


SAMPLES and literature on request 


» DESITIN CHEMICAL COMPANY 


F/¥) 812 BRANCH AVE., PROVIDENCE 4, R. I. 
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- NOLUDAR’ "Roche' 
. methyprylon 
—} = 
| © At bedtime or for pre-dawn insomnia 
~~ *® Non=-barbiturateé, non-habit forming 
° No morning mental haze 
tt ~ a ringing telephone or alarm clock 
_ith easily rouses _the_ patient 
at any time during sleep. 
_|. ° Broad safety margin ___ 
e The physician’ Ss personal hypnotic 
| Noludar is advantageous when it is ‘- 
necessary to answer the telephone 
aad +_____ OF go on a call at night,__ _ ——— 
_DOSAGE: 
“two 200 mg ‘tablets gently but “firmly 
ek _put the confirmed insomniac to sleep. 





one 200 mg tablet lulls the geriatric 
J OP pediatric patient 16 slieen, 
one 50 mg tablet t.i.d. provides 


|... _daytime- sedation witheut drowsiness.——.——-——-_—-—— 





Roche Laboratories 
—_Division—of Hoffmann—La Reecheo—_Ines. — 
Nutley 10, New Jersey 
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*U.S. PATENT PENDING 
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Nursing homes are overcrowded with elderly patients suffering 
from cerebral arteriosclerosis. In many cases, “strokes” resulting 
from cerebral hemorrhage or thrombosis are disabling compli- 
cations. 





In this field of neurology and psychiatry, excellent results are 
obtained with Iodo-Niacin Tablets (potassium iodide 135 mg. and 
niacinamide hydroiodide 25 mg.). Jodo-Niacin permits long con- 
tinued use of iodide medication without iodism. 


Feinblatt, Feinblatt and Ferguson’ treated 59 elderly patients suf- 
fering from arteriosclerosis with Iodo-Niacin for over a year. 
Dizziness was relieved in 71% of cases, vague abdominal dis- 
tress in 87%, chronic headaches in 61%, and disorientation in 
50%. There was not a single case of iodism in this series. 


The recommended dosage is 2 tab- 
lets three or four times daily, to be 
continued as long as needed. In 
urgent cases Iodo-Niacin Ampuls 
may be used for intramuscular or 
slow intravenous injections’. Appar- 
ently no hazard of iodism. 

1. Feinblatt, T. M., Feinblatt, H. M. and 


Ferguson, E. A., Am. J. Digest. Dis. 22:5 
1955. 2. Ibid., M. Times 84:741, 1956. 


CHEMICAL COMPANY 


3721-27 Laclede Ave., St. Louis 8, Mo. 


SE ee ee ee Te ee eee eee 


COLE CHEMICAL COMPANY G-10 
3721-27 Laclede Ave., St. Louis 8, Mo. 


Gentlemen: Please send me professional literature and samples of 10D0-NIACIN. 
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“the value of analgesic and tranquilizing agents 
should be clearly recognized in the management of [angina] .. .”! 


new for angina 


PENTAERYTHRITOL BRAND OF 
TETRANITRATE HYOROXYZINE 


links freedom from anginal attacks with a shelter of tranquility 


In pain. Anxious. Fearful. On the road to cardiac 
invalidism, These are the pathways of angina pa- 
tients. For fear and pain are inextricably linked in 
the angina syndrome. 


For angina patients — perhaps the next one who en- 
ters your office—won’t you consider new CARTRAX? 
This doubly effective therapy combines PETN (pen- 
taerythritol tetranitrate) for lasting vasodilation and 
ATARAX for peace of mind. Thus CARTRAX relieves 
not only the anginal pain but reduces the concomi- 
tant anxiety. 


Dosage and supplied: begin with 1 to 2 yellow tab- 
lets (10 mg. PETN plus 10 mg, ATARAX) 3 to 4 times 
daily. This may be increased for maximal effect. by 
switching to pink tablets (20 mg. PETN plus 10 mg. 
ATARAX). In bottles of 100. 

New York 17, New York CARTRAX should be taken before meals, on a contin- 
uous dosage schedule. Use with caution in glaucoma. 


1. Russek, H. 1.: J. Am. Geriat. Soc. 4:877 (Sept.) 1956. 


* Trademark 
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In geriatric 
constipation 


One Veracolate tablet t.i.d. produces 
excellent therapeutic responses in the older 
patient and helps to maintain bowel function 
4 without untoward effects. Easy-to-take 
Veracolate encourages patient cooperation. 


Veracolate 


the physiologically-active laxative 





STANDARD LABORATORIES, INC. * MORRIS PLAINS, N. J. 








| for those with 





with | 


PARKINSONISM 


“ee 


.in our experience procyclidine (Kemadrin) proved a worthy 
addition to the therapy of parkinsonism, because it afforded relief 
to many patients who had failed to respond to other drugs. It 
exerts an action against all symptoms of parkinsonism... hence it 
may be employed as the basic drug in commencing treatment 
with new Cases.” 

Zier, A. and Doshay, L. J.: Procyclidine Hydro- 


chloride (Kemadrin) Treatment of Parkinsonism 
in 108 Patients, Neurology (July) 1957. 


¢...in our series of 30 severe Parkinsonism sufferers, 21 obtained 


moderate to good relief with the use of this new agent, Kemadrin, 
in combination with other drugs.” 


Lerner, P. F.: Kemadrin, a New Drug for Treat- 
ment of Parkinsonian Disease, J. Nerv. & Ment. 
Dis. 123:79 (Jan.) 1956. 


Smoother activity, 


and. brighter expression 


KEMADRIN 


Also indicated for the treatment of drug-induced 





symptoms resembling parkinsonism, developing 
during treatment of mental patients. 
‘KEMADRIN’ brand Procyclidine Hydrochloride 


Tablets of 5 mg., scored. Bottles of 100 and 1,000. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 


37A 





IN GERIATRIC NUTRITION 
In the problems of geriatric 
nutrition, of dealing with 
the self-imposed restric- 
tions and distorted appe- 
tites of the aged, oatmeai 
offers definite advantages. 
It provides good protein, 
valuable vitamins and 
minerals, is low in sodium 
and purines, is easily eaten, 
readily digested, and 
promptly utilized. 





Take a moment to consider why oatmeal is 
recommended in virtually all therapeutic diets... 
why it is so widely used as a first solid food for 
infants...why it is suggested so frequently in geri- 
atric diets...and why it is the favorite breakfast 
dish of millions. 


Patients whose digestive tracts must be pam- 
pered with bland, restricted-fiber, semisolid or 
other limited menus, must obtain their daily 
nutrition from easily digested, easily assimilated 
foods offering high nutrient value. 


Oatmeal-and-milk (whole or skim) is a food of 
choice in all such diets—for several reasons—and 
not only for breakfast: its soft particulate texture 
...its appealing taste...its almost complete digest- 
ibility...its rich supply of protein...and its B 
vitamins and minerals. Even such individualized 
diets as low purine, low fat, low salt, and many 
others give broad recognition to oatmeal because 
it provides high nutritional value without inter- 
fering with most dietary restrictions. 


These are the reasons, too, why oatmeal is widely 
recommended as the first solid food for the three- 
month-old infant’s delicate digestive tract...and 
for the oldster whose changing dietary habits 
often make adequate protein nutrition difficult. 


And for the millions of energetic men, women, 
and children who need and appreciate a good, 
sturdy breakfast every day, oatmeal—for the same 
reasons—presents a very real nutritional plus. 

Quaker Oats and Mother’s Oats, the two brands 
of oatmeal offered by The Quaker Oats Company, 
are identical. Both brands are available in the 
Quick (cooks in one minute) and the Old-Fashioned 
varieties which are of equal nutrient value. 


The Quaker Oats @mpany 


CHICAGO 








key a 
your patients 
GravaMel(areire 


Rarical 


iron-calcium TABLETS 


a unique new compound, ferrous calcium citrate, with tricalcium citrate 


- iron and calcium in one molecule 


- more hemoglobin in less time 
- no leg cramps with this iron-calcium 












hypertension with anxiety 





. . . because you want total response 
—somatic and psychic 


POSITIVE ANTIHYPERTENSIVE ACTION POSITIVE ANTIANXIETY ACTION 
in moderately severe, severe, in attendant emotional stress, 
or malignant hypertension apprehension, tension 





ese: 
sametase 
TARTRATE 
Pentolinium Tartrate, Wyeth Meprobamate, Wyeth 


Lic. under U.S. Pat. No. 2,724,720 
RELIEVES TENSION— 
MENTAL AND MUSCULAR 


LOWERS BLOOD PRESSURE 








Bett) 


® 
Philadelphia 1, Pa. 











the female urethra 


newer knowledge of ats structure and 
(? Ti laqa nraImIndAee fy al p “OY lers yA 14 ‘ 
cytology provides a clearer understanding 


oj ws ~mportant role an pelvic distress. 





Schematic construction of female urethra 


demonstrating extensive network of peri- 
urethral glands, ending in numerous blind 
pockets. Drainage is into the urethra through 
small openings along its length, and into 

the para-urethral (Skene’s) ducts. 


1. Recent anatomic studies of the female urethra 
demonstrate a high susceptibility to infection. 


A changing concept—The female urethra “was formerly considered only to be a 
short, simple, straight tube which served solely to empty the bladder. Recent studies 
have changed our notions concerning this... . sections through the urethra and its 
surrounding tissues have shown numerous glands.’’! 
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Tortuous, with many interconnections but relatively poor drainage, these glands 
“form ideal foci for chronic infection.”! Periurethral gland infection is followed by 
infiltration and thickening of the urethral wall, hypertrophy and granulation of the 
urethral mucosa, and constriction of the urethral lumen. The trauma of childbirth 
and coitus further invites infection of these delicate structures, which are exposed 
to vaginal and rectal discharges “from the period of diaper life to old age.”! Thus, 
the urethra is not only a portal of entry for urologic infection, but the site of patho- 
logic change “more frequently than any other portion of the female urinary tract.’ 


Unrecognized source of pelvic symptoms—Prevalent as it is in women, chronic 
urethritis “can be easily overlooked” because of the frequency with which the pain 
and discomfort are referred to other areas.? In addition to obvious urinary tract 
symptoms such as frequency, urgency, pain and burning on urination, chronic 
urethral infection is often responsible for pain in the lower abdomen and pelvis, 
lumbosacral region or upper thighs. 
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The Nitrofurans—a unique class of antimicrobials ... Products of Eaton Research 














2. exfoliative cytology explains frequency of dyspareunia 
and other pelvic complaints in postmenopausal women. 


Senile urethritis: often encountered, seldom described—A little known phenomenon 
has recently been reported by Youngblood and his colleagues.*> Examining smears 
of epithelial cells from the urethrae of postmenopausal women, they found the same 
absence of normal, cornified, pyknotic squamous cells as in the vaginal smears, 
resulting from estrogen deficiency. Leukocytes and even erythrocytes were usually 
present, as in senile vaginitis. Along with these cytologic alterations, endoscopic 
examination revealed a hyperemic and atrophic urethral mucosa. 


“Senile” urethritis is a common cause of dyspareunia, dysuria and other pelvic dis- 
comfort in postmenopausal women. Even when the urethra is recognized as the 
trouble spot, these women frequently fail to obtain relief because the underlying 
involutional nature of the urethritis is unsuspected, and antibacterial measures 
alone are employed. The lesion may resemble closély that of nonspecific urethritis. 


“Progressive histologic normalization” parallels rapid symptomatic relief with new 
Furestrol Suppositories. In their investigations, Youngblood and co-workers*® 
treated 120 postmenopausal, involutional urethritis patients with FURACIN Urethral 
Suppositories containing, in addition, 0.1 mg. of diethylstilbestrol. All showed prompt 
alleviation of symptoms, with disappearance of endoscopic signs of irritation. After 
1 to 2 weeks’ treatment, the urethral smears returned to normal, indicating replace- 
ment of the atrophic mucosa with a healthy, stratified squamous epithelium. These 
FURACIN-estrogen suppositories are now available as FURESTROL Suppositories. 


1. Pretreatment urethral smear of postmeno- 
pausal woman with senile urethritis. Basal 
cells with low nucleocytoplasmic ratio are pre- 
dominant, with leukocytes and erythrocytes. 


2. Urethral smear from same patient after 2 
weeks’ treatment with FURESTROL Supposi- 
tories. The cornified, squamous cells indicate 
a healthy, normal epithelium. 





Ingredients work together—FURACIN eradicated the low grade infection commonly 
present, while the diethylstilbestrol corrected the atrophic tissue changes. The excel- 
lent clinical results achieved with FURESTROL Suppositories could not be approached 
in control groups treated with suppositories from which any of the ingredients— 
FURACIN, estrogen, or diperodon, the local anesthetic—had been eliminated. 


POSTMENOPAUSAL URETHRITIS YIELDS PROMPTLY TO 


NEW FURESTROL" Suppositories 


» reverse the involutional changes of senile uret] ritis, plus the 
and gently dilating action of the FURACIN Urethral Sup- 
Hach FURESTROL Suppository contai FURACIN 0.2%, diperodon+ HCl 


té (U.1 mg.), In a water-dispersible base. Her- 


ee x of 19 
nid toll, Dox ot 12. 


REFERENCES: 1. Wharton, L. R. in Campbell, M.: Urology, W. B. Saunders Company, Philadelphia and 
London, 1954, Vol. 2, p. 1390 et seq. 2. Barrett, M. E.: J. M. Ass. Alabama 26:144, 1956. 3. Youngblood, 
V. H.: J. Urol. 70:926, 1953. 4. Youngblood, V. H.; Tomlin, E. M., and Davis, J. B.: Senile urethritis in 
women, J. Urol. (in press). 5. Youngblood, V. H.; Tomlin, E. M.; Williams, J. O., and Kimmelstiel, P.: 
Exfoliative cytology of the senile female urethra, Tr. Southeast. Sect. Am. Urol. Ass. (in press). 
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MECAMYLAMINE HYDROCHLORIDE 


INVERSINE is chemically different from the 
quaternary ammonium ganglionic blockers, 
and orally is completely absorbed. This en- 





sures a predictable, reproducible and lasting 





hypotensive response—tomorrow’s dose of 
INVERSINE will bring about the same reduc- 
tion of blood pressure as today’s. “This drug 
is completely absorbed when given by mouth 
and has such a gradual onset and offset of 
action that a continuous and effective level 
of blockade can readily be achieved....’"" 
Reference: 1. J. Michigan Soc. 55:154 (Feb.) 1956. 


Dosage: Initial dose, 2.5 mg. twice daily, increased by 2.5 mg. at 2-day 
intervals. Average daily dose 25-30 mg. 

Supplied: 2.5 mg. scored tablets and 10 mg. quarter-sected tablets In bot- 
tles of 100. 


INVERSINE IS A TRADEMARK OF MERCK & CO., INC. 
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MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 











High concentration topical salicylate-menthol therapy 
(BAUME BENGUE) offers safe, penetrating relief of 
painful joints and muscles caused by overexertion. 


Menthol-induced hyperemia plus high local 
concentration of salicylate has been rediscov- 
ered as one of the most promptly effective reme- 
dies for rheumatoid discomfort due to exposure. 



























New, objective evidence: 
A double-blind study! has reaffirmed 
the exceptional efficacy and safety of 
conservative, local treatment of 
chronic rheumatic disorders with 
BAUME BENGUE, a high-concentration 
salicylate-menthol compound. 


The local and systemic effects of 
BAUME .BENGUE were evaluated by 
entirely objective methods in 211 
subjects of both sexes suffering from 
various types of chronic arthritis, 
bursitis, neuralgia, myalgia and lum- 
bago. Changes in range of joint 
motion were determined by goni- 
ometer and by flexion. Topical appli- 
cation of BAUME BENGUE measurably 
improved articular function in 94% 
when physical therapy was also used, 
and in 61% without adjunctive treat- 
ment. Efficient salicylate absorption 
was indicated by an average urinary 
excretion of 15 mg. in 24 hours. No 
ill effects were reported or observed. 


Benefits of Topical Salicylate 


in chronic rheumatic disease 


This controlled study offers new evi- 
dence of the efficacy and safety of 
local treatment of chronic rheumatic 
disease with BAUME BENGUE, one of 
the most reliable formulae at the 
physician’s disposal. 





1Brusch, C. A., et al.: Md. State Med. J.; 
5:36, 1956. 












BAUME BENGUE is supplied in two 
strengths: Regular and Children’s. 
Also available in new Greaseless-Stain- 
less form. THOS. LEEMING & Co., INC., 
155 East 44th St., New York 17, N. Y. 
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= Relieves cough quickly and thor- 
oughly # Effect lasts six hours and 
longer, permitting a comfortable 
night’s sleep = Controls useless 
cough without impairing expecto- 
ration ™ rarely causes constipation 
= And pleasant to take 


Syrup and oral tablets. Each teaspoon- 
ful or tablet of HycopaNn* contains 5 mg. 
dihydrocodeinone bitartrate and 1.5 mg. 
Mesopin.t Average adult dose: One tea- 
spoonful or tablet after meals and at 
bedtime. May be habit-forming. Avail- 
able on your prescription. 
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(Dihydrocodeinone with Homatropine Methylbromide) 
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“Mommy, play with me, Mommy!” 


She can, now. But only a short time 
ago Doris never had time for the kids. 


A “crazy-clean”’ housekeeper, she chased 
dirt and germs all day long. This end- 
less ritual seemed pointless, even to 
her, yet she couldn’t help herself. 

She became short-tempered with the 
children ... cried for no reason at 
all... was depressed and inde- 

cisive. Because her 

compulsiveness crowded 

out normal living, and 

Doris was on the brink 

of a serious breakdown, 

Pacatal was instituted: 

25 mg. t.i.d. 


Pacatal therapy re- 
leased this housewife 
from the grip of 

her neurosis. 


PACATAL 











For patients on the brink of psychoses, 
Pacatal provides more than tranquiliza- 
tion. Pacatal has a “normalizing” 
action, i.e., patients think and respond 
emotionally in a more normal manner. 
To the self-absorbed patient, Pacatal 
restores the warmth of human fellowship 
... brings order and clarity to muddled 
thoughts... helps querulous older 
people return to the circle of 

family and friends. 


Pacatal, in contrast to earlier 
phenothiazine compounds, and other 
tranquilizers, does not ‘‘flatten’’ the 
patient. Rather, he remains alert and 
more responsive to your counselling. But 
Pacatal, like all phenothiazines, should 
not be used for the minor worries 

of everyday life. 


Pacatal has shown fewer side effects 

than earlier ataraxics; its major benefits far outweigh 
occasional transitory reactions. Complete dosage 
instructions (available on request) should be consulted. 


Supplied: 25 and 50 mg. tablets in bottles of 100 and 500. 


Also available in 2 ec. ampuls (25 mg./cc.) 
for parenteral use. 


back from the brink with 
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Brand of mepazine 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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YOUR PATIENT NEEDS AN ORGANOMERCURIAL 


Practicing physicians know that many years of clinical and laboratory experience 
with any medication are the only real test of its efficacy and safety. 


Among available, effective diuretics, the organomercurials have behind them over 
three decades of successful clinical use. Their clinical background and thousands of 
reports in the literature testify to the value of the organomercurial diuretics. 


TABLET 
® 
BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI-2-METHOXY-PROPYLUREA 


EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 
LAKESIDE BRAND OF MERALLURIDE INJECTION 


o2156 





















e r) 
Volume 12, Number 10 enanics 





Hormones and carcinoma 


of the prostate gland 


C. D. CREEVY, M.D. 


MINNEAPOLIS 


# The prostate is a compound tubular 
gland which develops from five evagina- 
tions of the proximal urethra starting in 
the twelfth embryonic week; one month 
later development is fairly complete. 
These evaginations correspond in loca- 
tion, but not in character, to the five 
lobes of the adult gland, which are re- 
gions rather than distinct structures. The 
gland remains virtually static until pu- 
berty, during which it grows rapidly, 
then slows down gradually until the age 
of 30, at which time it measures about 
2.5 by 3.5 by 4 cm., and weighs 15 to 
20 gm. 

It forms a milky, faintly acid secretion, 
loaded with doubly refractile lecithin 
bodies, at the rate of 0.5 to 2 cc. per day, 
and more during parasympathetic or sex- 
ual stimulation.! The fluid contains elec- 
trolytes, fructose, citrates, proteoses, 
cholesterol, choline, acid phosphatase, 
and fibrinolysin. This last, intended to 
liquefy the ejaculate, may apparently 
cause a serious hemorrhagic diathesis in 
an occasional patient with disseminated 





CHARLES D. CREEVY is director of the urological 
division of the Department of Surgery, Univer- 
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This is a brief review of our frag- 
mentary knowledge of the relation- 
ships between various endocrine sub- 
stances and the normal prostate gland. 
Most of this, having been derived 
from experimental animals, is not 
necessarily applicable to man. 

More detailed information is pre- 
sented concerning our ability to in- 
fluence prostatic cancer by changing 
the hormonal status of the body by 
such methods as administration of 
estrogens, castration, and adrenalec- 
tomy. 


carcinoma. The only known function of 
the secretion is to nourish the sperm. 


Response of Gland to 
Internal Secretions 


Our knowledge of the sensitivity of the 
prostate gland to internal secretions 
probably had its beginnings with John 
Hunter’s description of prostatic atrophy 
following castration in the 1780’s.? Bur- 
rows, and Owen and Cutler noted a 
transitory enlargement in the newborn, 
and attributed it to maternal sex hor- 
mones.*:* Crowe, Cushing, and Homans 
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observed atrophy of prostate and testes 
after hypophysectomy.®:* It was later 
shown that this atrophy could be pre- 
vented by the administration of anterior 
pituitary extracts, and that the prostatic, 
but not the testicular, changes could be 
prevented or corrected by androgens. 

So much is definite, but much of the 
rest of our information is confused or 
speculative, probably because of species 
differences or of discrepancies in the cri- 
teria of various observers. 

This information may be summarized 
briefly as follows: prolonged administra- 
tion of estrogens causes prostatic enlarge- 
ment in mice,’ dogs, and monkeys,! main- 
ly because of squamous metaplasia. The 
same agents induce enlargement of pro- 
static fragments in the anterior chamber 
of the eye of the castrated rabbit,’ but 
cause shrinkage of the mature rat’s 
prostate.? 

Androgens have been alleged to cause 
benign hypertrophy of the prostate in 
the human being,® and also to correct 
it. They affect prostatic fragments in 
the anterior chamber of the castrated 
rabbit’s eye just as estrogens do. Scott 
has emphasized the paucity of our know!l- 
edge of the effects of androgens and estro- 
gens upon the normal, adult human 
prostate.!! 

There is no evidence that adrenal cor- 
tical hormones affect the prostate. Richt- 
er has shown that the adrenal hyper- 
plasia resulting from castration is accom- 
panied by prostatic atrophy;!* Sayers 
suggests that the amount of cortical hor- 
mone produced by very hyperplastic 
adrenals is too small to affect the pros- 
tate.1% Cortisone does not affect the dog’s 
prostatic epithelium" '* nor that of the 
rat.11 

Pituitary and pituitarylike substances 
cause hypertrophy of the smooth muscle 
of the monkey’s prostate and vesicles.!® 
This is probably a direct effect, since it 
occurs in the castrate, and since adrenal 
cortical hormones do not produce it. 
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Martins and Rocha joined normal with 
castrated rats in parabiosis, and attrib- 
uted the ensuing prostatic enlargement 
in the intact animal to overstimulation 
of the castrate by the pituitary.1® 

Ferguson reported prostatic hyper- 
trophy in young men dying of teratoma 
testis with a high titer of gonadotro- 
pins,!* and Powell recorded it clinically 
after injection of A.P.L. for undescended 
testis.18 However, Tillisch and Thomp- 
son saw spontaneous prostatic hyper- 
trophy in a man in his 20's, so that the 
significance of the two preceding ob- 
servations is uncertain.!” 


Prostatic Neoplasms 


Nearly all prostatic neoplasms are adeno- 
carcinomas arising in the posterior lobe. 
Most grow slowly and metastasize late via 
the lymphatics and the blood stream. 
Pathologically, first metastases are in the 
regional nodes; clinically, they appear 
first in the lumbar spine and pelvis. In- 
vasion of adjacent structures and appear- 
ance of metastases both occur late in the 
course of the disease, but early from the 
point of view of symptoms. 

The etiology of prostatic cancer is un- 
known, although androgens seem to be 
implicated. Scott knows of no case fol- 
lowing prolonged administration of an- 
drogens, but suspects an androgen-estro- 
gen imbalance. Lesser and associates 
studied 100 men past 45, who had been 
previously treated with androgens, and 
found no more prostatic disease than in 
100 control subjects.?° 

Carcinoma is found in 15 to 20 per 
cent of prostatic obstructions and with 
steadily increasing frequency as age ad- 
vances. Hirst and Bergman observed at 
autopsy that it affected 42 per cent of 
men from 80 to 84, 71 per cent from 85 
to 89, and 80 per cent from 90 to 99.7! 
According to Jewett, it causes 15 to 20 
thousand deaths yearly in this country; 
Hinman surmises that we have 3 to 8 
million persons with this condition liv- 














ing at one time.*° The rapid rise in in- 
cidence of the last half century appears 
to represent aging of the population 
rather than increased individual sus- 
ceptibility. 


Castration for Prostatic Cancer 


Two facts probably led Huggins** to 
castrate patients with prostatic cancer: 
the regression of advanced breast cancers 
after gonadectomy, and the relationship 
between cancer of the prostate and acid 
phosphatase, an enzyme which hydro- 
lyzes the esters of phosphoric acid. The 
function of acid phosphatase is unknown, 
and the differences between the acid and 
alkaline varieties are not clear. In 1935, 
Kutscher and Wolbergs showed that the 
adult prostate contained more acid phos- 
phatase than any other tissue.?> Shortly 
following this report, the Gutmans and 
Sproul found similar concentrations in 
prostatic cancer and its metastases.?° In 
1938, Sproul observed that, although 
there was little of the enzyme in the 
immature gland, it increased with the 
administration of testosterone. Soon, the 
Gutmans and Sproul, Barringer and 
Woodard,?* and Huggins discovered ele- 
vated acid phosphatase in the serum of 
some patients with metastasizing carci- 
noma of the prostate. 

Beginning in 1939, Huggins castrated 
21 patients with advanced prostatic can- 
cer.*4 Of these, 85 per cent showed im- 
provement, with relief of pain, increased 
appetite and weight, softening and 
shrinkage of the local lesion, and, in 
some, regression of metastases. The 
serum acid phosphatase fell toward or to 
normal during regression. Relapse _fol- 
lowed administration of androgen, but 
this effect could be prevented by the 
simultaneous administration of estrogen. 
Very shortly, Herbst reported regression 
from estrogens,?8 and Munger, regression 
from testicular irradiation.?® 

Many workers have since verified Hug- 
gins’ original observations, but it was soon 


found that 20 to 30 per cent of prostatic 
cancers resisted these measures, while 
virtually all acquired resistance after pe- 
riods ranging from six months to ten 
years. 

Huggins and Scott observed that the 
urinary 17-ketosteroids—mainly andro- 
genic—rose temporarily after castration, 
and concluded that relapse resulted from 
increased production of androgens by 
adrenals stimulated by the hyperactive 
castrate pituitary.8° They therefore sub- 
jected four patients to total adrenalec- 
tomy in 1945, but were unable to keep 
them alive long enough to judge the 
effects upon the disseminated cancers. 

In 1950, Nesbit and Baum studied a 
considerable number of patients treated 
by “androgen control.”*! They found 
that 31 per cent of those without evident 
metastases survived castration for five 
years, while 29 per cent of a similar 
group taking estrogens survived for the 
same period. This figure rose to 44 per 
cent in those treated by combining the 
two methods. Survivals fell to 21, 10, 
and 20 per cent in those with metastases. 
Corresponding figures in controls treated 
by other methods were 10 and 6 per cent. 
The difference in survival rates between 
those with and those without metastases 
doubtless means that the former had 
more advanced disease when treatment 
was instituted. 

Straubitz and co-workers have con- 
firmed Nesbit’s and Baum’s conclusion 
that castration plus estrogen is better 
than either used alone.*? 

It is evident, therefore, that Huggins 
has made an important and gratifying 
contribution to the comfort and longev- 
ity of patients with prostatic carcinoma. 

Other Therapies 
However, the problem of primarily an- 
drogen-independent cancer and of re- 
lapse in initially sensitive types is un- 
solved. It is well established that castra- 
tion and estrogen administration are 
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about equally effective. However, a pa- 
tient who has relapses after initially 
successful treatment with one method 
has some chance of remission if the other 
treatment is then given; relapse after 
therapy with estrogens may sometimes be 
corrected by increasing the dose. 

Huggins revived total adrenalectomy 
when the advent of cortisone made sur- 
vival possible,®* and this was tried in 
other clinics. However, response was so 
variable and transitory that few now re- 
gard it as a practical treatment for re- 
lapsing prostatic cancer. Since adrenalec- 
tomy reduces urinary androgens to the 
vanishing point, it seems that tumors 
relapse because they escape from the con- 
trol of hormones, or become “androgen 
independent.” The fact that some pros- 
tatic cancers have this feature from the 
beginning has already been mentioned. 

Although adrenal hyperplasia follows 
castration, it can apparently be elimi- 
nated by estrogens. I have carried out 5 
total adrenalectomies in castrates who 
were receiving estrogens; all the adrenals 
were normal. Moreover, some estrogens, 
notably Tace, are said not to cause adre- 
nal hyperplasia, yet, here, too, relapse 
follows initial success. 

Scott has reported 6 hypophysectomies 
for prostatic carcinoma—5 relapsing, and 
one untreated.*4 One patient was alive 
nine months but unimproved, and | pa- 
tient was improving after two months. 

Murphy and Schwippert*®> irradiated 
the pituitary in 30 patients with an aver- 
age posttreatment survival time of 15.6 
months, as compared to 9.6 months in a 
larger group treated for relapse by other 
methods.*! Both methods are intended to 
reduce adrenal activity and probably 
cannot be expected to affect androgen- 
independent tumors. 

Other hormones have been used both 
as primary treatment and for relapse. 
Trunnell has employed progesterone but, 
although 7 of 10 patients showed some 
improvement, effects were uncertain and 
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injections were painful.3¢ ‘Testosterone 
may have paradoxical effects in some 
tumors which have escaped from the con- 
trol of estrogens,?7 #5 leading to improve- 
ment rather than to the aggravation first 
noted by Huggins. This has been ex- 
plained by reference to changes in the 
hormonal milieu. 

Valk and Owen, Leadbetter, Hayward, 
and others #41 have sought to produce 
“medical adrenalectomy” with cortisone, 
but it remains to be proved conclusively 
that reported benefits are caused by any- 
thing more than euphoria. More study 
needs to be done on this problem. 


Treatment with Estrogens 


It seems clear that the best results so far 
have followed castration plus use of estro- 
gens. Diethylstilbestrol is the cheapest of 
these; opinions as to optimum dosages 
vary, probably because response to a 
given quantity differs from patient to 
patient. An average dose is probably 5 
mg. Using the excretion of androgenic 
17-ketosteroids as a guide, Birke and as- 
sociates recommend 10 mg. daily as a 
loading dose and 5 mg. daily for subse- 
quent maintenance.*? Experimentation 
with the individual patient sometimes 
permits doses as low as 0.5 to 1.0 mg. 
daily. On the other hand, estrogenic 
treatment should not be abandoned be- 
cause of relapse until large doses (25 to 
500 mg. daily) have been tried.** Selec- 
tion of the right amount is rendered 
difficult because of what Scott calls dif- 
ferences in the biologic potential of vari- 
ous individual tumors. One patient seen 


by him survived twenty-five years after 


prostatectomy with a histologic diagnosis 
of cancer, only to return with recurrent 
obstruction, also caused by prostatic neo- 
plasm. He had received no hormones in 
the interim. 

Nausea from stilbestrol may be trou- 
blesome. If given in a single dose at 
bedtime, resultant nausea usually passes 
unnoticed during sleep. Central origin 
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of the nausea renders enteric coating 
valueless. Measures to be tried include 
Dramamine and the use of other estro- 
gens, such as alphaestradiol, Estinyl, 
Tace, or Vallestril. 

Kearns has implanted sterile 50 to 
100-mg. pellets of alphaestradiol sub- 
cutaneously at fairly long intervals in 
forgetful patients or those intolerant of 
oral estrogens.*4 

Soreness and enlargement of nipples 
and breasts are probably indices of estro- 
genic potency, and claims that a given 
preparation does not produce them 
doubtless mean only that the recom- 
mended dose is weakly estrogenic. 

Edema from salt retention may result 
from estrogenic therapy, particularly 
when renal or cardiac function is im- 
paired. Low salt and water intake, re- 
duced or intermittent administration, 
diuretics, and, in suitable cases, digitalis, 
should be tried before estrogens are 
omitted. Edema from lymphatic permea- 
tion should not be forgotten. 

Rationale of Estrogen Therapy 
It has been assumed that estrogens re- 
duce activity of the anterior hypophysis 
which, in turn, ceases to stimulate tes- 
ticular activity, thus constituting “phar- 
macologic castration.” Other observers 
feel that there is some direct effect upon 
the cancer cells. For this reason, diethyl- 
stilbestrol diphosphate has been recom- 
mended, with the additional assumption 
that a high-acid phosphatase concentra- 
tion in the tumor and its metastases will 
lead to its deposition in them through 
dephosphorylation, with intensified local 
effects. Brandes and Bourne have shown 
that this occurs upon incubation with 
various tissues from the rat.‘ 

Flocks and co-workers have given 250 
to 1,250 mg. of diphosphate intravenous- 
ly each day for five to twenty days to 66 
patients, and have sometimes repeated 
the courses monthly.38 They observed 
benefits in an appreciable proportion of 
patients resistant to other estrogens. This 


agent, Stilphostrol, is currently being 
tried orally. 

Budniok and associates have tried the 
same drug, marketed in Germany as ST 
52 Asta (Honvan), which they say has 
cytostatic as well as estrogenic effects.*¢ 
Five hundred milligrams were given in- 
travenously each day for ten days, then 
twice weekly. Elevated acid phosphatase 
diminished in 84 per cent of 134 patients, 
and clinical improvement occurred in 95 
per cent. 

The mechanism of any direct effect of 
estrogens upon prostatic cancer is uncer- 
tain. Nicol and co-workers have suggest- 
ed that they stimulate the reticuloendo- 
thelial system to deposit macrophages in 
the accessory sex organs, and that their 
conversion to fibrous tissue interferes 
with growth of the tumor.*? 

When all of these measures fail or lose 
their effect, one should remember that 
external irradiation and, occasionally, 
cordotomy may provide worthwhile re- 
lief of pain. 

Conclusions 

1. The prostate gland is sensitive to a 
number of hormones. 

2. Only estrogens are of demonstrable 
clinical value in this regard, and then 
only in 60 to 70 per cent of prostatic 
cancers. 

3. Most carcinomas of the prostate will 
regress temporarily—six months to ten 
years—after castration, but when relapse 
occurs, it is difficult to induce another 
regression. 

4. Such regression may sometimes be 
accomplished by such diverse methods 
as increased doses of estrogen, use of 
testosterone or progesterone, or irradia- 
tion of the pituitary. The effects of these 
measures upon primarily or secondarily 
androgen-independent tumors are vari- 
able and often transitory; much remains 
to be learned. 





Read before the Chicago Medical Society on 
November 6, 1956. 
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Pre- and postoperative care 


of cataract patients 


WALTER S. ATKINSON, M.D., F.A.C.S. 


WATERTOWN, NEW YORK 


# With careful, individualized pre- and 
postoperative care, complete anesthesia, 
akinesia, and hypotony, cataract extrac- 
tion is made safer and easier. Of the 
various methods of preparing a patient 
for cataract extraction, the one to be de- 
scribed, while not new, has proved to 
be highly satisfactory. 


Preanesthetic Preparation 


Regardless of the method used, of first 
importance is strict attention to the de- 
tails of preanesthetic preparation in or- 
der to obtain good anesthesia and aki- 
nesia. It is better to spend extra time 
with preparation before operation than 
time after operation discussing compli- 
cations that might have been avoided. 

Most ophthalmologists agree that the 
danger of complications is greater if the 
patient is disturbed and apprehensive. 
This emphasizes the importance of care- 
ful psychologic preparation to dispel 
any fear he may have of what lies ahead. 
It is not practical to suggest a routine 
procedure, since it must necessarily vary 
with each patient. Each surgeon may 
have a different approach and yet reach 
the same goal. In most instances, the 
psychologic preparation begins when the 
patient first enters the doctor’s office and 
here an understanding, kindly personnel 
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Careful attention to the details of 
preanesthetic preparation, individual- 
ized preanesthetic medication, com- 
plete anesthesia, and akinesia of the 
orbicularis and rectus muscles with 
hypotony prevent complications dur- 
ing operation. 

A firmly sutured wound makes 
early ambulation safe and minimizes 
postoperative complications. Clear, 
explicit, printed directions are im- 
portant for postoperative care. 


can help greatly to put the patient at 
ease. 

A careful, searching history, allowing 
the patient ample time to tell his story, 
and a thorough examination with a mini- 
mum of conversation tend to inspire 
confidence. 

In the course of the external examina- 
tion, a mydriatic is used to test the abil- 
ity of the pupil to dilate and to allow 
for a more complete study of the eye 
and particularly the cataractous lens. At 
the same time, if the patient is nervous 
and apprehensive, a sedative may be 
given. This not only allows one to judge 
the action of the sedative but makes the 
thought of operation and admission to 
the hospital less disturbing to the pa- 
tient. 

The examination of the eyes includes: 
ophthalmoscopy, tests for projection, 
transillumination, and slit-lamp bio- 
microscopic examination. If operation is 
advised, an experienced nurse with whom 
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the patient can be left can usually put 
him at ease more quickly than the sur- 
geon. Patients will ask questions and 
usually discuss matters that have been 
troubling them more freely with an un- 
derstanding, kindly nurse than with the 
doctor. The following ridiculous reason 
for dreading and refusing operation for 
over a year after becoming blind was 
told to the nurse who was able to correct 
the erroneous story and reassure the pa- 
tient. Someone had told him of a friend 
who lost his sight, because, “when the 
eye was removed to scrape the cataract 
off the back, it slipped out of the doctor’s 
hand, fell to the floor and was ruined.” 

Often a chat with another patient who 
has had a cataract extraction is helpful, 
but it is important to select the right 
patient. 

After operation has been decided up- 
on, if there is any question of an allergy 
or idiosyncrasy to the anesthetic agents 
to be used, they should be tested. The 
topical anesthetic agent may be instilled 
in the eyes, which not only tests the pa- 
tient’s sensitivity to the drug, but pro- 
duces anesthesia for tonometry. Intra- 
dermal tests may be given for the anes- 
thetic that is to be used for injection, but 
fortunately, patients are rarely allergic 
to procaine hydrochloride (Novocain) 
or lidocaine hydrochloride (Xylocaine), 
the anesthetics most commonly used. 


General Physical Examination 


A thorough general physical examina- 
tion is done with particular attention to 
diseases, habits, and idiosyncrasies that 
might influence preanesthetic prepara- 
tion, anesthesia, operation, or convales- 
cence. Conditions such as cardiac disease, 
hypertension, diabetes, blood dyscrasias, 
mental disorders, or addiction to drugs 
or alcohol, may necessitate postponement 
of the operation until controlled, but are 
rarely permanent contraindications to 
operation. Serious complications may be 
avoided if the surgeon knows of such 
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conditions before the day of operation. 
Measures may then be instituted or pro- 
cedures altered so as to guard against 
avoidable complications. 


Cultures 


The advisability of taking cultures rou- 
tinely in all cases of cataract extraction 
is debatable. Arruga states that bacteriol- 
ogic examinations “are not decisive” and 
advises antiseptic treatment for three to 
four days prior to operation.! Dunning- 
ton and Locatcher-Khorazo reported a 
series of 663 cases in which, as soon as 
the material for cultures was taken, anti- 
biotic treatment was begun. If patho- 
gens were present, as occurred in 104 
cases, treatment was continued and cul- 
tures repeated once or twice daily until 
they were free or almost free of patho- 
gens. In this series, there were no post- 
operative infections. This report indi- 
cates that adequate antibiotic treatment 
will prevent postoperative infection. 

If there is any question of infection, 
it would seem advisable to take cultures. 
However, for eyes that appear quiet, 
with no evidence of infection, cultures 
are not considered necessary; however, 
all should receive local antibiotic treat- 
ment for at least twenty-four hours and 
preferably three to four days before oper- 
ation. Ointment is used rather than drops 
because it is thought to be more effec- 
tive. At present, my preference is Neo- 
sporin ointment, which is instilled every 
two hours while the patient is awake 
during the twenty-four hours preceding 
the operation, or four times a day if the 
treatment is begun several days prior to 
operation. When pathogens are present, 
the treatment is continued until the cul- 
ture is free of pathogens. 


Preparation of Operative Field 


Of the many ways to prepare the field 
for operation, I have found the following 
method satisfactory: 


The night before operation, the cilia 
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of the upper lid are clipped, which makes 
a cleaner field and facilitates wiping off 
the lids at postoperative dressings. 
Wiping tenacious secretion from the lids, 
which is made more difficult with long 
cilia, may stimulate a squeeze with the 
well-known complications incident to it. 
The lids and face around the eye are 
washed with an antiseptic surgical soap 
containing hexachlorophene. 

The following day on the operating 
table, the lids and face in the vicinity 
of the eye are painted with tincture of 
iodine and washed off with alcohol. 
Finally, the eye is irrigated with boric 
or saline solution to wash out mucus or 
other matter that may be present. Some 
surgeons prefer Zephiran Chloride 1: 
1000 for preparation of the skin and 
1:5000 for irrigating the eye prior to 
operation. No published statistics have 
been found that show this to be superior 
to the iodine-alcohol procedure. 


Sedation and Analgesia 


The value of individualized preanes- 
thetic medication to produce effective 
sedation and analgesia for cataract sur- 
gery cannot be overemphasized. A critical 
study of the patient should be made to 
determine the proper drug and dose to 
be used. 

The smallest dose of both the sedative 
and analgesic that will produce the de- 
sired effect should be the aim, if unde- 
sirable reactions are to be minimized. A 
safe stage of sedation for cataract ex- 
traction is one in which the patient is 
amnesic but still mentally cooperative 
and in which the psychic sedation is suffi- 
cient to produce a feeling of euphoria 
and lack of concern about the operation. 


It is advisable to give a test dose of 
the preanesthetic drugs to be used before 
the day of operation to disclose any 
idiosyncrasy. For nervous, apprehensive 
patients, it is helpful to prescribe small 
daily doses of a sedative for several days 
prior to entering the hospital. 


For the average adult of 70 kg. (154 
lb.) , the following test dose is given at 
least one day before operation, usually 
the night before: 


pentobarbital sodium 


(Nembutal): Foc ccc 0.1 gm. (114 gr.) or, 
secobarbital sodium 

(Seconall). cn ciiemsn ss 0.1 gm. (11% gr.) or, 
chloral hydrate ........ 0.5 gm. (714 gr.) 


and meperidine hydro- 
chloride (Demerol hydro- 


CRINGE) Ce. mcrae. crease 25 mg. 
and Phenergan 
hydhochi@iiaers 4.02.00. eas 12.5 mg. 


When the test dose is given the night 
before operation, the desired action is 
that the patient has a quiet, restful sleep, 
which is excellent preliminary prepara- 
tion for the operation. Phenergan hydro- 
chloride is given at 7:30 and 11:30 a.m. 
for operations to be done in the after- 
noon to prevent nausea and vomiting. 
Then the same sedative and analgesic 
used in the test dose may be safely given 
one and one-half hours before operation, 
regulating the dose as indicated. 

At the end of an hour, if there is not 
sufficient sedation, another dose of pento- 
barbital sodium is indicated, the amount 
depending upon the degree of sedation 
already obtained. 

Chloral hydrate is an excellent alter- 
nate if barbiturates are contraindicated, 
particularly for elderly patients, since it 
rarely causes excitement or delirium. 

In the hospital, an academic measure 
which is often given too little attention 
is the provision of a quiet, peaceful at- 
mosphere for the patient following ad- 
ministration of the sedative prior to oper- 
ation. Under such circumstances, smaller 
doses of the sedative and analgesic may 
be sufficient and better anesthesia ob- 
tained. 

The pupil is dilated with homatropine 
hydrobromide, 4 per cent, and phenyle- 
phrine (Neo-synephrine) hydrochloride, 
10 per cent, before the patient goes to 
the operating room. 

Timing of the administration of seda- 
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tive and analgesic in order to obtain the 
maximum effect before the anesthetic is 
begun, is considered of paramount im- 
portance. 

There seems to be no logical reason 
for trying to time administration of seda- 
tive and analgesic so that the beginning 
of the maximum effect exactly coincides 
with the administration of the anesthetic, 
for the maximum effect persists longer 
than the average eye operation. They 
should be administered in ample time 
preoperatively so that, if there is not sufh- 
cient sedation, more can be given and 
maximum sedation be thus obtained be- 
fore the patient leaves his room. In this 
way, the fear experienced by many pa- 
tients when being taken to the operating 
room is avoided (figure I). Although the 
analgesic (Demerol hydrochloride), 
which is given intramuscularly, acts more 
quickly than the barbiturate (Nembutal), 
which is given orally, both are given at 
the same time as a matter of convenience. 

If satisfactory sedation has not been 
obtained upon arrival in the operating 
room, secobarbital sodium, 0.05 to 0.1 
gm., given by mouth, will usually be 
effective by the time the patient is pre- 
pared for operation because of its rapid 
action, or an intravenous injection of 
pentobarbital sodium, 0.05 to 0.1 gm., 
may be given. 

A quiet, orderly atmosphere, particu- 
larly in the operating room, and a com- 
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fortable, well-padded, operating table 
with a soft doughnut pillow to steady 
the head, tend to put the patient at ease. 
The avoidance of all unnecessary noise 
and conversation in the operating room 
is essential when operating with local 
anesthesia. In the preparation of patients 
on the operating table, careful attention 
should be given to minor details. A pa- 
tient is particularly sensitive at this time, 
so that instillation of a drop without 





FIG. 1. Quarter-inch copper tubing is easily bent 
to form a U, indicated by arrow. which is placed 
under pad of operating table. Upper bend of 
tube goes over patient with end near tip of his 
jaw. Tube supports drapes forming air space and 
supplies air or oxygen. 


























FIG. Wl. Arrow shows site of injec- 
tion to produce akinesia of orbicu- 
laris muscle. 


warning, or getting soap, iodine, or the 
like in the eye, greatly upsets his equi- 
librium. Hurried or inefficient attempts 
to produce anesthesia may upset the pa- 
tient. Thus, it is of greatest importance 
to induce anesthesia slowly, gently, and 
painlessly in order to retain and strength- 
en the patient’s confidence. Haste should 
be avoided, and the operation should 
not be attempted until complete anes- 
thesia and akinesia have been secured. 

A patient is often disturbed when his 
face is covered with a sheet or towels 
and feels that he is going to suffocate. 
A tube which supports the drapes, form- 
ing an air space over the patient’s mouth 
and through which air or oxygen can be 
supplied, adds greatly to his comfort and 
peace of mind (figure IT). 

Anesthesia 
For topical anesthesia, my preference at 
present is tetracaine hydrochloride (Pon- 
tocaine hydrochloride), 0.5 per cent, 
which is instilled in the eye at least four 
times at three-minute intervals. If phenyl- 
ephrine (Neo-synephrine) hydrochloride 
has been used to dilate the pupil, epine- 
phrine (Adrenalin chloride) is unneces- 
sary. Otherwise, a 1:1,000 solution of 
epinephrine is instilled several times 
along with the tetracaine hydrochloride. 

For injections to produce anesthesia 
and akinesia, either procaine hydro- 





chloride (Novocain), 2 per cent, or lido- 
caine hydrochloride (Xylocaine), 2 per 
cent, may be used. At present, I prefer 
lidocaine hydrochloride, chiefly because 
the anesthesia lasts longer and so mini- 
mizes postoperative pain. If not contra- 
indicated, epinephrine is added in a 
1:50,000 dilution. Hyaluronidase (Wy- 
dase), 6 turbidity reducing units, is add- 
ed to each cubic centimeter of the anes- 
thetic solution to cause greater diffusion, 
which enhances anesthesia and akinesia.* 

Akinesia of the Orbicularis 
Temporary paralysis of the orbicularis 
may be produced by injections at dif- 
ferent sites along the course of the facial 
nerve. However, regardless of the site 
chosen, complete akinesia must be pro- 
duced before beginning the operation. 

All are familiar with the two most 
common injection sites for blocking the 
facial nerve: (1) the branches of the 
nerve near the orbital margin, as advo- 
cated by van Lint,‘ and (2) the more 
proximal site where the nerve crosses 
the condyloid process of the mandible, 
as suggested by O’Brien.’ 

The disadvantages most frequently 
mentioned, of making the injections near 
the orbital margin to block the terminal 
branches, are that ballooning or edema 
of the lids may be produced, and more 
of the anesthetic solution is required 
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(Above) A 
needle with sharp point. (Below) Needle with 
point removed and a rounded cutting edge. 


FIG. IV. regular 23-gauge, 3.5-cm. 


than for a more proximal block, which 
increases the risk of a toxic reaction from 
the anesthetic agent. 

The disadvantages of the more proxi- 
mal injection of the trunk of the facial 
nerve as it crosses the condyloid process 
are that pain is often experienced at the 
time of the injection, and for several days 
after the injection when the jaw is moved. 
It also may cause blocking of the lower 
branches that supply the lips and face, 
producing a facial paralysis which is dis- 
turbing to patients. The nerve is often 
missed. The course of the nerve varies as 


FIG. Vv. Retrobulbar injection. Needle is intro- 
duced through skin and orbital septum close to 
bone at inferior temporal margin of orbit. Pa- 
tient is directed to look upward and nasally so 
as to move inferior oblique muscle and fascia 
between lateral and inferior rectus muscles for 
ward and upward, out of the way. 


i 
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pointed out by Klein® and may cross the 
mandible much lower than the condy- 
loid process. 

To overcome these objections, a dif- 
ferent site for the injection is recom- 
mended. This site makes injection simple 
and the bony landmarks are easy to 
locate (figure III). Injection is begun at 
the inferior edge of the zygomatic bone 
about in line with the lateral margin 
of the orbit. The needle is directed up- 
ward, close to, and across the zygomatic 
bone at an angle of about 30 degrees 
from the vertical. Three or four cubic 
centimeters of the anesthetic solution are 
injected as the needle advances, and firm 
pressure is exerted over the site of the 
injection to produce a more rapid and 
complete block. This injection has been 
used for several years and in no instance 
has it failed to produce complete akinesia 
of the orbicularis. 


Retrobulbar Injection 


To produce more complete anesthesia 
of the globe and akinesia of the extra- 
ocular muscles than is obtained by topi- 
cal anesthesia, a retrobulbar or cone in- 








FIG. vi. Retrobulbar injection. Needle is first 
directed straight back, well away from the eye- 
ball, until point is beyond globe, then pointed 
upward toward apex of orbit and inserted to 
depth of 2.5 to 3.5 cm., depending on size of 
orbit. When injecting right orbit, patient is 
asked to turn eye upward and to left, so inferior 
oblique muscle and fascia between lateral and 
inferior rectus muscles are moved forward and 
upward, out of the way. 















FIG. vil. Injection 3 cm. back near superior rectus 
muscle; lid is held up with strabismus hook and 
patient looks down to facilitate injection. 


jection is of value. Good results will be 
obtained and orbital hemorrhage rarely 
occurs if the following points are ob- 
served: 

e A 3.5 cm., 23-gauge needle with rounded 

point is used (figure IV). 

e The needle is introduced through an in- 

tradermal wheal at the inferior temporal 

margin of the orbit close to the bone. When 
the orbital septum is felt with the needle, if 
the needle is rotated producing a_ boring 

effect, it will penetrate easily (figure V). 

e The patient is directed to look upward 

and nasally so as to move the inferior ob- 

lique muscle and the fascia between the 
lateral and inferior rectus muscles forward 

and upward, out of the way (figure VI). 

e The needle is first directed straight back 

until the point is beyond the globe and 

fascia before directing it upward toward the 

apex of the orbit for a depth of 214 to 314 

cm., depending on the size of the orbit 

(figure VI). 

More effective results are obtained if 
hyaluronidase is added to the anesthetic 
solution, and, for cataract extractions, 
larger cone injections may be safely 
given. For the cataract extraction, the 
anesthetic solution may be safely injected 
until there is a noticeable proptosis, 
which usually occurs after injecting 2 to 
3 cc. in the average orbit. The hyaluroni- 





dase causes the solution to diffuse rapidly 
and the proptosis quickly subsides. Pres- 
sure over the eye combined with moving 
it in the orbit for at least five minutes 
produces still greater diffusion of the 
anesthetic solution, enhances anesthesia 
and akinesia, and increases hypotony. 
Each is an important defense against 
vitreous loss and other complications. 
Good anesthesia may be obtained by 
injecting under Tenon’s capsule as advo- 
cated by Swan‘ and others, but akinesia 
of the.rectus muscles is not obtained, 
which is essential if vitreous loss and 
other complications are to be avoided. 
The superior rectus muscle may be 
active after the retrobulbar injection, 
and pain may be experienced when it is 
picked up to introduce a bridle suture. 
To obtain more complete akinesia of 
the superior rectus muscle and to pre- 
vent pain when the bridle suture is in- 
troduced, an injection of 0.5 to 1.0 cc. 


FIG. vill. Injection along orbital margin to supra- 
orbital notch. 
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FIG. 1X. Bridle suture holds muscle forward and 
away from globe. 


of the anesthetic solution is given 3 cm. 
back along the superior rectus muscle 
(figure VII). When the needle is being 
withdrawn, if as soon as the point is an- 
terior to the orbital septum, it is redi- 
rected along the orbital margin to the 
supraorbital notch (figure VIIT) and 0.5 
to 1.0 cc. of anesthetic solution is in- 
jected, sufficient anesthesia of the upper 
lid will be produced so that pain will” 
not be experienced if the lid is acciden- 
tally pricked with the Graefe knife, or a 
lid suture is introduced. If these injec- 
tions are not given until two to three 
minutes after the cone injection, sufh- 
cient anesthesia develops so that very lit- 
tle pain is caused when the injections 
are made.§ 

Injections along the other rectus mus- 
cles are indicated if the muscles are still 
active five to ten minutes after the retro- 
bulbar injection. Occasionally, the medi- 
al or lateral rectus muscle may still be 
active after these injections. If so, a bridle 
suture similar to the one used under the 
superior rectus muscle may be placed 
well back under the muscle to hold it 
forward and away from the globe (figure 
IX). By use of these procedures, a soft, 
insensitive, immobile eye can usually be 
obtained. Complete akinesia of the rec- 
tus muscles decreases the incidence of 
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vitreous prolapse, which may be caused 
by the pressure of these muscles on the 
globe. 

Many complications can be avoided if 
the operation is not begun until com- 
plete anesthesia and akinesia with 
marked hypotony, confirmed with the 
tonometer, are obtained. 


Curare 


Complete akinesia of the ocular and 
facial muscles for cataract extraction may 
also be obtained by intravenous injec- 
tion of curare or its active principle, 
d-tubocurarine chloride, as first advo- 
cated by Kirby.® A competent anesthetist, 
who is experienced in the use of curare 
and the treatment of complications in- 
cident to its use, should administer the 
curare. 


Thiopental Sodium 


Narcosis introduced by thiopental so- 
dium given intravenously, when com- 
bined with local or general anesthesia, 
is a good combination for patients with 
mental disorders and others for whom 


local anesthesia is not considered ade- 


FIG. X. Half glass for aphakia and protective alu- 
minum shield. 





































DIRECTIONS FOR PATIENTS LEAVING THE HOSPITAL AFTER CATARACT EXTRACTION 


Your wound is healed, but it will not be firm enough to stand much pressure for an- 
other month. 


1. Continue to be as careful at home as you have been in the hospital the past few days. 


nN 


. Avoid closing the eyes tightly. One often closes the eyes tightly when laughing, talking, 
sneezing, coughing, or if they feel irritated. At these times you should be particularly 
careful not to close your eyes tightly. 


3. Avoid stooping, straining, and lifting. 


. Wipe off the lids with cotton which has been moistened with boric or salt solution if 
; there is any secretion, but avoid exerting pressure on the eye, particularly the upper lid. 
(The boric acid solution or salt solution is made by adding one teaspoonful of boric acid 
crystals or a teaspoonful of common salt to a pint of water.) 


> 


‘Vv 
nn 


. You may be given drops or salve to use in your eye. If so, please follow these directions 
carefully. To instill drops in your eye, open it, look up, and have someone gently pull the 
lower lid down and instill a couple of drops. To put salve in the eye, do the same as 














5 
for the drops except that you express from the tube about one-half to one inch of the 
salve inside the lower lid. 
Do not touch the upper lid. 
6. Do not use either eye for near work, such as reading or sewing until your eye is com- 
‘ pletely well, but you may watch television. 
l- 
7. Wear the shield at night for another two weeks then 
' please return it to your doctor’s office. The illustra- 
, tion shows how to apply the shield with either scotch 
n tape or adhesive, one half inch in width. 
8. Do not have your hair washed for another two weeks. 
9. Wear dark glasses with or without your own glasses 
d- if you are in bright light. A short walk or drive may 
be taken. 
10. If you have sharp pain in your eye or any unusual symptoms, call your doctor. 
quate. One must remember that, while _ by insufflation is considered essential for 
thiopental sodium is a potent hypnotic, its administration. Careful postoperative 
it does not produce anesthesia unless observation of the patient by someone 
given in a large enough dose to produce _ prepared to cope with respiratory arrest 
e profound hypnosis, which is distinctly — is advisable. 


dangerous because of the small margin With careful preanesthetic prepara- 
of safety between this stage and respira- tion, good local anesthesia, akinesia of 
tory arrest. Even though the contraindi- the orbicularis and rectus muscles, and 
cations have been minimized by exper- hypotony, curare or Pentothal Sodium 
ience with its use, an experienced anes- are rarely necessary for senile cataract 
thetist equipped to administer oxygen extractions. 
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Postoperative Care 
Following the operation, if a round 
pupil extraction has been done, pilo- 
carpine nitrate 2 per cent, eserine (physo- 
stigmine) 0.25 per cent, and Neosporin 
are instilled in the eye. Following an ex- 
traction with iridectomy, atropine is used 
unless contraindicated. The operated eye 
only is covered. A gauze dressing and a 
protective aluminum shield are used 
which are held in place with scotch tape 
or adhesive plaster. 

The patient may be up on a back rest, 
turned on the unoperated side, or out 
of bed if necessary. The wound is firmly 
closed with corneoscleral sutures so that 
it is less likely to open the first few days 
than on the fourth to the tenth day, at 
which time patients often are less care- 
ful. This may account for the higher 
incidence of shallow anterior chambers 
and hyphemas which occur on these 
days. 

For pain, A.S.A. Compound or Demer- 
ol is given; and, for restlessness, Nem- 
butal or chloral hydrate. For nausea, 
50 mg. Thorazine is given intramuscu- 
larly. 

The morning following operation, the 
dressing is changed and atropine and 
Neosporin are instilled in the operated 
eye. If the other eye is aphakic, a half 
glass with aphakic correction is placed 
over the eye and held in position with 
scotch tape or adhesive plaster (figure X). 

Itching of the eye is often a disturbing 
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and dangerous symptom which may 
cause the patient to rub and seriously 
damage the eye, particularly if he is not 
quite awake. Tripelennamine hydrochlo- 
ride (Pyribenzamine), in 50-mg. doses 
given when indicated, relieves the itch- 
ing. 

Loss of the anterior chamber, hy- 
phema, or even iris prolapse may result 
from the excitement caused by too many 
visitors so they should be limited to one 
or two a day, and the fewer the better. 


When the convalescence is uncompli- 
cated the patients are usually discharged 
on the ninth or tenth postoperative day 
and are given the printed directions 
shown in the accompanying chart. 


Presented at Sectional Meeting, American College 
of Surgeons, Toronto, Canada, March 25, 1957. 
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Technic and indications for iontophoresis 


in peripheral vascular disease 


JOSEPH KOVACS, M.D. 


NEW YORK CITY 


Considerable attention has been given 
in the last few years to iontophoresis— 
the electrical transport of drugs through 
the skin—in the treatment of peripheral 
vascular diseases. 

Vasodilating drugs such as histamine 
and acetyl-beta methylcholine chloride 
(Mecholyl Chloride) and dispersing 
agents such as hyaluronidase (Wydase) 
administered by iontophoresis have been 
more effective and the therapeutic re- 
sults more gratifying than when given 
by other methods. Dibenamine is also 
reported to have been administered by 
iontophoresis. I have experimented brief- 
ly with several other vasodilating drugs 
and blocking agents, but further studies 
will be required to evaluate their merit. 

Iontophoresis, or the introduction and 
deposition of drugs into the skin or 
mucous membranes of the body, is done 
with the help of galvanic (direct) electric 
current. ‘The galvanic current produces 
a complexity of reactions so as to cause 
(1) a migration of ions to the opposite 
pole, ions of positive charge migrating 
to the negative pole and those of nega- 
tive charge to the positive pole; (2) a 
movement of the undissociated mole- 
cules (colloids, alkaloids), to the nega- 
tive pole; and (3) a shifting of the water 
content of the tissues through the mem- 
brane structure. 

The depth of penetration and velocity 


JOSEPH KOVACS is assistant clinical professor of 
medicine at the Postgraduate Medical School, 
New York University. 





Iontophoresis, the electrical transport 
of drugs through the skin, ts a valu- 
able therapeutic aid in a large group 
of peripheral vascular diseases. It acts 
by increasing circulation, relieving 
spasm, and increasing absorption of 
fluids from the skin and subcutaneous 
tissues. The technic of iontophoresis 
with Mecholyl Chloride, histamine, 
and hyaluronidase is described and 
the indications and results reported. 


of movement theoretically depend on 
(1) the weight of the ions, (2) the size of 
the molecules, (3) the structure of the 
tissues being treated, (4) the pH of the 
fluid and skin, (5) the electromotive force, 
and (6) the length of current flow. 

In the administration of drugs by 
iontophoresis, the drug is introduced into 
the living skin through three main chan- 
nels of transport: (1) the ducts and coils 
of the sweat glands, (2) the keratin mat- 
rix of the skin, and (3) the sebaceous 
glands and hair follicles. Drugs admin- 
istered in this manner penetrate only 
into the superficial layers of the skin and 
are deposited there, from whence they 
are slowly absorbed by the blood and 
lymph circulation. 

The deposited drug sets up a local 
chemical and physiologic reaction in the 
skin. By slow absorption into the circu- 
lation, a mild systemic reaction can be 
brought forth, though in most instances 
this is not noticeable. 

Thus, iontophoresis produces prima- 
rily a local reaction in the skin; how- 
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ever, through sensory reflex connections, 
reactions also occur in the underlying 
muscles and deep tissues. Hyperemia of 
the deep muscles has been observed after 
histamine iontophoresis to corresponding 
skin areas. 

The rationale of iontophoresis in the 
treatment of peripheral vascular diseases 
can be easily explained. In most cases 
we are confronted with an impaired 
arterial, venous, or lymphatic circulation 
involving one or more extremities. Vaso- 
dilating drugs administered by the usual 
methods, by mouth or injection, will 
produce general vasodilatation in the 
healthy unaffected part of the body, and 
very often the circulation will be com- 
pensatorily reduced in the affected ex- 
tremity or extremities. By iontophoresis 
it is possible to introduce and deposit the 
drug directly into the skin of the affected 
extremities, producing only a slight gen- 
eral vasodilatation with a pronounced 
and sustained local the af- 
fected extremity 


reaction in 


Technic of lontophoresis 


The administration of ionic medication 
requires only the simplest type of ap- 
paratus and accessories: galvanic current 
(measured by a milliammeter and con- 
trolled by a rheostat), two connecting 
cords, a dispersive-pad electrode, an ac- 
tive malleable metal electrode, and ab- 
sorptive material such as cloth, gauze, 
or asbestos paper. Most of the galvanic 
generators offered for general use have 
been of the motor generator type and 
are somewhat bulky, but in recent years 
the use of thermionic tubes for the recti- 
fication of the commercial alternating 
current has enabled the construction of 
small galvanic units. The rectified cur- 
rent is a fairly smooth galvanic current. 
A still simpler galvanic apparatus has 
been designed, taking advantage of the 
easily available radio B batteries. It has 
been generally recognized that chemical 
generation produced by batteries fur- 
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nishes the smoothest and most even form 
of galvanic current. One 45-volt radio B 
battery connected with a rheostat and 
milliammeter, placed in a simple box, 
furnishes a smooth and fully efficient 
current. The chief advantages of this 
equipment are its portability and inde- 
pendence of electrical supply. 

Mecholyl Chloride, histamine, and 
hyaluronidase all have a positive charge 
and should be introduced into the skin 
only from the positive pole. 

Highly diluted aqueous solutions of 
these drugs are used in iontophoresis. 
Dilutions should be made with distilled 
water. The solution of all drugs should 
be freshly made and not used after two 
weeks of standing. Mecholyl Chloride 
is used in a 0.1 per cent solution. Hista- 
mine iontophoresis is done with a 1:10,- 
000 solution of histamine chloride or 
histamine acid phosphate. A readily 
available ointment containing | per cent 
histamine and known under the trade 
name Imadyl can also be used. Hya- 
luronidase is used in a solution contain- 
ing 150 TRU units of hyaluronidase 
dissolved in 1,000 cc. of distilled water. 

Cotton material such as_ bird’s-eye 
cloth, gauze, or asbestos paper is satu- 
rated with the solution and wrapped 
around the treated extremity or ex- 
tremities. This medicated material should 
be in firm contact with the skin and 
molded to it. When histamine ointment 
is used instead of the solution, it should 
be spread thinly over the treated area 
and covered with the cotton material or 
gauze saturated with tap water. A malle- 
able, thin metal-foil electrode is placed 
over this wet material and secured in 
place with an elastic bandage. The elec- 
trode usually is 15 inches long and 214 
inches wide and should be smooth and 
free from any ridges. To prevent burns, 
the saturated material should be placed 
in adequate thickness (three or four 
layers) under the metal plate electrode. 
This malleable metal-plate electrode is 




















connected with the help of a conducting 
cord and clamp to the positive pole of 
the galvanic generator. 

A large, regular moist-pad electrode 
(10 by 10 inches) is used as the dispersive 
electrode. It is soaked in plain water or 
saline solution and placed in firm and 
constant contact with the most conven- 
ient part of the body, usually the back 
or abdomen. The dispersive electrode is 
connected with the negative pole of the 
galvanic generator. 

It is possible to treat two regions of 
the body at the same time with the help 
of a bifurcated cord or double connec- 
tion from the positive pole. 

After all connections are securely 
made, with care taken that metal parts 
do not come in direct contact with the 
skin and that the patient is comfortable, 
the current is turned on. Because of the 
comparatively large areas treated—usual- 
ly one or more of the lower extremities 
up to the knee, or the arms up to the 
shoulder—it is possible to start with 5 
to 10 milliamperes of current and within 
five minutes gradually increase the 
amount to 20-30 milliamperes. The cur- 
rent strength must, of course, be always 
within comfortable toleration of the pa- 
tient. The patient must understand that 
he is to report undue burning or pain 
at once. Never apply more current than 
the patient states is comfortable, no mat- 
ter what the milliammeter shows; on the 
other hand, never exceed safe milliam- 
meter reading even if the patient claims 
he can stand more current. 

Treatment is given for twenty or 
thirty minutes; at the end of this time 
the current is slowly turned off, the elec- 
trods and wrappings are removed, the 
parts are carefully inspected, dried, and 
covered. Treatments may be repeated 
daily or every other day. 


In the early stage of treating large 
indolent ulcers, the ulcer should not be 
covered. The whole lower extremity up 
to the knee is treated, leaving the ul- 


cerated area exposed. The electricity 
would concentrate on the least resistant 
denuded area, causing pain and burns. 
Later, if the ulcer is small, it can be 
covered with the wet material. Never 
place the malleable metal-plate electrode 
directly over the ulcer. 


Physiologic Changes 


Well-defined objective and subjective 
local and general changes follow ionto- 
phoresis with Mecholyl Chloride, hista- 
mine, and hyaluronidase. Mecholyl 
Chloride and histamine are vasodilators, 
though their actions are entirely differ- 
ent. Hyaluronidase increases the flow of 
lymphatic fluid and increases absorption 
of fluid from the skin and subcutaneous 
tissues. 

Mecholyl Chloride acts primarily on 
the arterioles and its local effect is mani- 
fested by (1) slight redness of the skin, 
lasting for two to four hours, caused by 
dilatation of the deeper small arteri- 
oles; (2) appearance of goose flesh imme- 
diately after treatment, due to the stimu- 
lation of erector muscles in the skin; 
(3) increased sweating, continuing in 
some cases for twelve hours or longer, 
due to direct action of the drug on the 
sweat glands; and (4) increased skin tem- 
perature for two to four hours from the 
hyperemia already described. 

The general effect consists of flushing 
of the face; perspiration over the body; 
increased salivation; a rise in pulse rate; 
in some cases, lowered blood pressure; 
and, at times, increased peristalsis. ‘The 
general effect manifests itself only in sen- 
sitive -patients during the actual treat- 
ment, and its intensity varies according 
to the individual. In many thousand 
treatments given by iontophoresis during 
the last twenty years, we have never had 
any pronounced general reaction, and 
in most cases none at all. We have never 
had to interrupt treatment or administer 
an injection of atropine sulfate to abol- 
ish the reaction of this vasodilator. 
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Physiologic and Therapeutic Effects and Indications for Mecholyl, 


Histamine, and Hyaluronidase lontophoresis 





Mecholyl Chloride 


(Acetyl-beta methylcholine chloride) 


Hyaluronidase 


Histamine (Wydase) 





General 
effect 
intestinal peristalsis 

(Mild or none) 
cessation of treatment 


| Flush, sweating, increased saliva- 
| tion, slightly lowered blood pressure, 
increased pulse rate, increased in- 


Effects last 20-40 min., stop after 





Action mostly on arterioles 


a Increased skin temperature for 
— 2-8 hr. 
(Pronounced Increased sweating for 4-10 hr. 
at site of Goose flesh lasting 20-30 min. 
action) Slight redness 
Dosage | 0.1% solution 
Varicose ulcers 
Scleroderma 
Raynaud’s disease 
Indications 


Thromboangiitis obliterans 
Thombophlebitis 
Arteriosclerotic ulcers 





Flush, increased pulse 
rate, redness of face 


Increased diuresis, 
and neck, headaches é 


varying individually 
Effects last 20-60 min. 





Action mostly on capil- 
laries 

Reduces viscosity of 
intercellular cement, 
increasing absorption 
of fluid from skin and 
subcutaneous tissues 


Increased skin tem- 
perature for 2-4 hr. 
Enlarged capillaries 
Increased capillary 


permeability Increases flow of lym- 


Wheal formation phatic fluid 


Faster capillary flow 
Definite redness 








150 TRU unit dis- 





cg solution of scivel in. BOD-ce. 
y water 
| 
Lymphedema 
P ymphe 
Same as for Mecholyl Scleroderma 














Histamine acts primarily on the capil- 
laries and its local effect produces (1) 
redness of the skin, lasting two to three 
hours due to the well-filled capillaries; 
(2) wheal formation in the skin, due 
to increased capillary permeability, last- 
ing from thirty minutes to one hour; and 
(3) increased skin temperature, due to 
hyperemia, lasting two to four hours. 
The general effect consists of flushing of 
the face and neck, increased pulse rate, 
and headaches lasting one to two hours. 

Hyaluronidase hydrolyzes hyaluronic 
acid, reducing the viscosity of the inter- 
cellular cement. Its local effect produces 
(1) redness, persisting as long as two 
hours and (2) increased absorption of 
fluid from the skin and subcutaneous 
tissues, lasting several hours. The general 
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effect is manifested by a slight increase 
in diuresis, varying individually. 


Therapeutic Indications 


Mecholy! Chloride iontophoresis has 
been applied successfully in the treat- 
ment of varicose ulcers, scleroderma, and 
in all vascular conditions where spasm 
is a prominent factor, such as Raynaud’s 
syndrome, thrombophlebitis, thrombo- 
angiitis obliterans, and arteriosclerotic 
ulceration. At the Vascular Clinic of 
the New York University Hospital, for 
the last twenty years, we have treated 
indolent varicose ulcers and scleroderma 
routinely with Mecholyl Chloride ionto- 
phoresis. 

The therapeutic indications for hista- 
mine iontophoresis are identical to those 

















for Mecholyl Chloride iontophoresis, but 
it should be administered with ‘great 
caution, as wheal formations in the sensi- 
tive skin are undesirable in many vascu- 
lar conditions. 

Iontophoresis of hyaluronidase is in- 
dicated in the treatment of acute and 
chronic lymphedema and scleroderma. 


Contraindications 


Mecholyl Chloride and histamine ionto- 
phoresis is for obvious reasons contra- 
indicated in patients who show constant 
elevation of temperature; it is’ also con- 
traindicated in bronchial or other types 
of asthma, and in patients who are al- 
lergic to the drug. These drugs must be 
used with caution in patients with heart 
involvement. Hyaluronidase by ionto- 
phoresis is contraindicated in acute local 
infections. 


Conclusions 


Iontophoresis, a simple technic for the 
electrical transport of drugs through the 
skin, represents a valuable therapeutic 


aid in a number of peripheral vascular 
diseases. Iontophoresis with Mecholy]l 
Chloride and histamine has been ap- 
plied successfully in ulcers of venous and 
arterial origin, in Raynaud’s syndrome, 
scleroderma, thromboangiitis obliterans, 
and thrombophlebitis. Iontophoresis 
with hyaluronidase is indicated in the 
treatment of acute and chronic lymphe- 
dema and scleroderma. 

Mecholyl Chloride, histamine, and 
hyaluronidase given by this method do 
not cure the basic etiologic factors, but 
serve as a helpful adjunct by increas- 
ing the local circulation, relieving spasm, 
and increasing absorption of fluids from 
the skin and subcutaneous tissues. 


From the Division of Cardiovascular Diseases of 
the Department of Medicine, New York Univer- 
sity Postgraduate Medical School, New York City. 

The Mecholyi Chloride used in these studies 
was supplied through the kindness of Merck and 
Co., Rahway, New Jersey. The Wydase was sup- 
plied through the kindness of Wyeth Labora- 
tories, Philadelphia. 


BIBLIOGRAPHY 


. ABRAMSON, H. A., L. S. MOYER, and M. H. GORIN: 
Electrophoresis of Proteins. New York: Reinhold 
Publishing Corporation, 1942 

. DEUTSCH, D.: Histamin zur Therapie rheumatischer 
Erkrankungen. Med. Klin. 27: 1491-1493, 1931. 

. DURYEE, A. W., and I. Ss. WRIGHT: The treatment of 
scleroderma by means of acetyl-beta-methylcholine 
chloride iontophoresis. Am. Heart J. 14: 608, 1937. 

4. KLING, D. H.: Histamine therapy of rheumatic affec- 
tions and disturbances of the peripheral circulation. 
Ann. Surg. 99: 568, 1934. 

5. KLING, D. H., and D. SASHIN: Histamine iontophoresis 
in rheumatic conditions and deficiencies of peri- 
pheral circulation. Arch. Phys. Therap. 18: 333, 
1937. 

. KOTKIS, A. J., and R. H. MELCHIONNA: Physiological 
effects of acetyl-beta-methylcholine chloride by ionto- 
phoresis. Arch. Phys. Therap. 16: 528, 1935. 

. KOVACS, J.: The iontophoresis of acetyl-beta-methyl- 
choline chloride in the treatment of chronic arthritis 
and peripheral vascular diseases: preliminary report. 
Am. J. M. Sc. 188: 32-36, 1934. 

- Kovacs, j.: The peripheral blood circulation in 
chronic arthritis and the influence of vasodilators. 
J.A.M.A. 103: 1803-1804, 1934. 

- KOVACS, J.: Iontophoresis of varicose ulcers. Arch. 
Phys. Therap. 18: 103, 1937. 

10. KOVACS, J., L. L. SAYLOR, and I. S. WRIGHT: The 

pharmacological and therapeutic effects of certain 

choline compounds; results in the treatment of hy- 
pertension, arthritis, organic occlusive vascular dis- 
ease, Raynaud's disease, scleroderma, and varicose 

ulcers. Am. Heart J. 11: 53-65, 1936. 


nr 


oo 


2) 


~ 


oo 


o 


11. Kovacs, R.: Electrotherapy and Light Therapy. Sec- 
ond edition. Philadelphia: Lea & Febiger, 1935. 
12. KovAcS, R., and J. KOvACcs: Newer aspects of ionto- 
phoresis for arthritis and circulatory disturbances. 

Arch. Phys. Therap. 15: 593-598, 1934 

13. KRAMER, D. W.: The use of acetyl-beta-methylcholine 
by iontophoresis in peripheral vascular diseases. To 
be published in Am. J. M. Sc. 

14. MCGAVACK, H. I., and P. R. SAMWORTH: The place of 
iontophoresis with acetyl-beta-methylcholine chloride 
(Mecholyl) in the treatment of varicose ulcers. Bull. 
New York M. Coll. 2: 65-72, 1939. 

15. MURPHY, H. L.: The treatment of thrombophlebitis 
with acetyl-beta-methylcholine chloride iontophoresis. 
Surg., Gynec. & Obst. 65: 100, 1937 

16. POPKIN, R. J.: The use of hyaluronidase by ionto- 
phoresis in the treatment of generalized scleroderma. 
J. Invest. Dermat. 16: 97, 1951. 

17. RODRIQUEZ, A. A., J. H. LAST, A. ROSTENBERG, JR., and 
W. H. KENDELL: Studies in cutaneous adrenergic 
blockade. Arch. Phys. Med. 31: 442, 1950. 

18. SAYLOR, L., J. KOVACS, A. W. DURYEE, and I. WRIGHT: 
The treatment of chronic varicose ulcers by means 
of acetyl-beta-methylcholine chloride iontophoresis. 
J.A.M.A. 107: 114-117, 1936. 

19. SCHWARTZ, STEVEN: Use of hyaluronidase by ionto- 
phoresis in treatment of lymphedema. Arch. Int. 
Med. 95: 662-668, 1955. 

20. soKOLOV, R. A., and M. P. MEYERS: The treatment of 
deep thrombophlebitis and chronic leg ulcers with 
acetyl-beta-methylcholine chloride iontophoresis. Am. 
Heart J. 17: 316, 1939. 





Geriatrics, October 1957 











in average longevity 


Prospects for further increase 


BARNES WOODHALL, M.D., and 
SEYMOUR JABLON 


DURHAM, NORTH CAROLINA 


@ The problems of aging require study 
from many disciplines, correlation of 
diverse results from such studies, and, 
finally, some attempts at exact planning 
for action. Of pertinent interest is an 
objective evaluation of the prospects for 
an increase in average longevity, by 
whatever means this may be achieved. 

The precipitate decline of mortality 
rates in the United States has been an 
outstanding feature of the first half of 
this century. Life expectancy at birth 
for white males increased from 48.2 years 
between 1900 and 1902 (original regis- 
tration states) to 66.3 years between 1949 
and 1951, while, for white females, the 
corresponding change was from 51.1 to 
72.0 years. These changes have resulted 
from the conquest of infectious disease 
and are related as well to improved in- 
fant care, dietary studies, and advances 
in public hygiene and preventive medi- 
cine. 

While decreases in age-specific mor- 
tality rates have taken place at all ages, 
the more spectacular gains have been 
made in the age-groups. For 
white males, during these fifty years, an- 
nual mortality rates in the first year of 
life decreased by 77 per cent; at age 1, 
by 94 per cent; at age 5, by 86 per cent; 


younger 
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As measured by gains in longevity, 
the accomplishments of medicine in 
the future may be disappointing. In- 
creases in longevity will result not as 
a consequence of the solution of any 
single disease process, but as the re- 
sult of a general breakthrough on 
the whole front of aging. Medicine 
still has the collateral task of keeping 
its aged patients vigorous and _ pro- 
ductive throughout the years they 
have already gained. 


and at age 10, by 78 per cent. For young 
adults, the declines were also substantial: 
at age 20, 73 per cent; age 30, 77 per 
cent; and age 40, 63 per cent. Beyond 
the age of 40, on the other hand, the 
declines in annual mortality rates were 
much more modest: at age 50, 34 per 
cent; age 60, 17 per cent; and age 70, 
15 per cent. 

Life Expectancy and Mortality Rates 
Changes in life expectancy have roughly 
complemented the pattern of change in 
mortality rates. For example, there was 
a gain of 17.9 years for white males at 
birth, but, at age 20, this was only 7.3 
years and at age 60, only 1.4 years. The 
gains at younger ages were, moreover, 
greater than those at older ages not only 
absolutely, in terms of years, but rela- 
tively as well. The gain in life expectancy 
at birth was 37.5 per cent, while at age 
60 it was only 9.8 per cent.13 
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*U.S. Life Tables for 1900-1902 (original registration states) and for 1949-1951. 


A comparison of the distribution of 
deaths of white males according to the 
1900 to 1902 and the 1949 to 1951 life 
tables is shown in the figure. The dif- 
ferences are quite striking. In every year 
of life from the first to the fifty-first, the 
distribution for the later period lies be- 
low that of the earlier period. Beyond 
the age of 51, the situation is reversed. 
What seems noteworthy, moreover, is the 
fact that the curves beyond the age of 
50 differ but little in location, the chief 
point of difference being the greater peak 
of the later curve. The curve for the 
carlier period reaches its peak at about 
age 76, while, in the more recent period, 
the peak occurs at just beyond the age 
of 77. 

These comparisons emphasize the 
statement that significant increases in the 


average longevity of the total population 
can be achieved only by lowering the 
mortality rates of late adult life. The bar- 
riers which prevent the distribution of 
ages at death from being displaced to- 
ward the right, or to older age groups, 
are the adverse influences of: (1) specific 
disease processes common to these age 
groups and (2) physiologic sclerosis or 
the age-conditioned consolidation of tis- 
sues. “This latter factor is not a measur- 
able one in the light of existing knowl- 
edge. There is ample precedent, how- 
ever, for a further inquiry into the 
comparative influence of certain diseases 
on the duration of life.4* The substance 
of such an inquiry indicates that further 
gains in life expectancy will come slowly 
and only after great effort and that there 
is some question whether changes in life 
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TABLE 1 
LIFE EXPECTANCY, 1949-1951, AND CHANGES WHICH 
WOULD RESULT FROM ELIMINATING CERTAIN CAUSES OF DEATH 


1949-1951 life table 66.3 

Excluding deaths from: 

All infective and parasitic diseases 67.4 
Tuberculosis 66.7 
Influenza and pneumonia 66.8 

All neoplasms 68.3 

Diabetes mellitus 66.5 

Major cardiovascular-renal diseases 77.0 
Vascular lesions affecting the 

central nervous system 67.4 
Diseases of the heart 72.7 
Arteriosclerotic heart disease 70.2 

Accidents, suicides and homicides 68.5 

1949-1951 life table 72.0 

Excluding deaths from: 

All infective and parasitic diseases 72.9 
Tuberculosis 72.3 
Influenza and pneumonia iz 

All neoplasms 74.6 

Diabetes mellitus 72.3 

Major cardiovascular-renal diseases 82.3 
Vascular lesions affecting the 

central nervous system 73.5 
Diseases of the heart 77.2 
Arteriosclerotic heart disease 74.4 

Accidents, suicides and homicides 72.9 


expectancy will constitute a proper test 
of future accomplishments in the field 
of gerontology. 


Abolition of Disease 


Table 1 shows the life expectancy for 
white males and females at specific ages 
according to the 1949-1951 United States 
life table together with the values ob- 
tained if deaths for certain causes are ex- 
cluded. (The data used for the cause of 
mortality were the reported deaths for 
the continental United States in 1950. 
The calculations were determined by as- 
suming that the instantaneous death rate 
for a particular cause became zero while 
the rates for all other causes remained 
unchanged). The remarkable feature of 
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Life expectancy at age 


20 40 50 60 70 80 








White males 


49.5 S12 22.8 15.8 10.1 5.9 
50.3 31.8 23.4 16.2 10.4 6.1 
49.9 31.5 23.0 15.9 10.1 5.9 
49.8 31.4 23.1 16.0 10.3 6.1 
51.4 33.0 24.5 wa 11.0 6.4 
49.7 $13 23.0 15.9 10.2 5.9 
60.7 42.4 33.7 25.7 18.7 12.6 
50.6 $2. 23.9 16.8 11.0 6.6 
56.1 37.8 29.1 21.2 14.4 8.9 
53.5 35.2 26.6 18.9 12.3 th 
Ie | 32.0 23.4 16.1 10.3 6.1 
White females 
54.6 35.6 26.8 18.6 a7 6.6 
55.1 36.0 27.1 18.9 11.9 6.8 
54.8 35.8 26.8 18.7 11.7 6.6 
54.8 35.9 27.0 18.8 11.9 6.8 
57.1 38.0 28.7 20.1 12.6 7.0 
54.9 35.9 27.0 18.9 11.8 6.7 
65.1 46.1 37.1 28.6 20.7 13.8 
56.1 343 28.2 20.0 12.9 74 
59.8 10.9 31.9 23.5 15.9 9.8 
57.0 38.1 29.2 20.9 13.5 7.8 
574 36.1 27.1 6.8 


18.9 11.9 
table 1 is the small magnitude of the 
increases in life expectancy which ac- 
company the abolition of particular 
causes of death. Neoplasms in 1950, for 
instance, accounted for almost 14 per 
cent of deaths among white males and 
almost 19 per cent of deaths in white 
females. If cancer were no longer a cause 
of death, life expectancy at birth would 
be increased by only 2.0 years for males 
and 2.6 years for females. 

A more impressive showing is made if 
all groups of cardiovascular-renal dis- 
eases are deleted as causes of death. This 
would add over ten years to life expec- 
tancy at birth for white males and almost 
ten years to the corresponding expectancy 
for white females. Even at age 80 the 

















TABLE 2 


PROPORTIONS OF STATIONARY POPULATION ABOVE CERTAIN 
AGES, 1949-1951, AND CHANGES WHICH WOULD RESULT 
FROM ELIMINATING CERTAIN CAUSES OF DEATH 





Per cent of population above age 








20 40 50 60 70 80 





0 

1949-1951 life table 100.0 

Excluding deaths from: 

All infective and parasitic diseases 100.0 
Tuberculosis 100.0 
Influenza and pneumonia 100.0 

All neoplasms 100.0 

Diabetes mellitus 100.0 

Major cardiovascular-renal diseases 100.0 
Vascular lesions affecting the 

central nervous system 100.0 
Diseases of the heart 100.0 
Arteriosclerotic heart disease 100.0 

Accidents, suicides and homicides 100.0 

1949-1951 life table 100.0 

Excluding deaths from: 

All infective and parasitic diseases 100.0 
Tuberculosis 100.0 
Influenza and pneumonia 100.0 

All neoplasms 100.0 

Diabetes mellitus 100.0 

Major cardiovascular-renal diseases 100.0 
Vascular lesions affecting the 

central nervous system 100.0 
Diseases of the heart 100.0 
Arteriosclerotic heart disease 100.0 

Accidents, suicides and homicides 100.0 


White males 


71.0 42.9 29.5 17.4 7.9 2.1 
71.4 43.5 30.1 18.0 8.3 2.3 
71.2 43.1 29.8 17.6 8.0 pb 
71.1 43.1 29.7 17.6 8.1 2.3 
71.8 44.3 31.2 19.1 9.2 2.8 
71.1 43.0 29.6 17.5 8.0 pt 
75.0 50.7 38.9 27.7 17.6 9.2 
714 43.7 30.5 18.5 8.9 mo 
73.5 47.8 35.4 23.6 13.3 5.5 
72.6 45.9 33.2 21.2 11.0 3.8 
71.8 43.9 30.5 18.2 8.4 2.4 
White females 
73.1 46.6 33.7 21.6 11.0 3.5 
73.3 46.9 34.1 21.9 11.3 EY | 
73.1 46.7 33.8 21.7 11.0 3.5 
73.2 46.7 33.9 21.8 11.2 3.6 
73.9 48.2 35.7 23.5 12.6 4.3 
73.2 46.8 33.9 21.8 8 3.6 
76.4 53.1 41.7 30.7 20.4 11.3 
73.6 47.5 35.0 23.0 12.3 4.4 
74.8 50.0 38.0 26.4 15.7 71 
73.9 48.2 35.7 23.8 13.2 5.0 
73.3 46.9 34.1 21.9 11.3 3.7 





gains in expectancy are striking: 7.7 
years for males and 7.2 years for females. 
In 1950, this group of rubrics accounted 
for 54 per cent of all deaths of white 
males and 55 per cent of deaths among 
females, and it appears strange that gains 
in expectancy are no larger than they 
prove to be. The explanation lies in the 
fact that at advanced ages mortality 
rates for all diseases common to this age 
group are so high that, even if an indi- 
vidual were spared from death by one 
of them, he would very probably suc- 
cumb to another within a few years. 

If infectious and parasitic diseases were 
to lose their importance as causes of 
death, additional gain in average longev- 
ity would be slight: only 1.1 years for 


white males and 0.9 years for females. By 
comparison, these diseases contribute 
considerably less to mortality in white 
males than do accidents, suicides, and 
homicides. If these latter causes were 
eliminated, white male life expectancy 
would increase at birth by 2.2 years— 
just twice the gain that would be won 
with ‘the eradication of infectious and 
parasitic diseases as mortality factors. 
The stationary population for a life 
table is that population which would 
eventually result if the annual number 
of births remained constant and the 
population were constantly subject to the 
fixed mortality rates of the life table. In 
no sense, therefore, can the stationary 
population be regarded as a projection 
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TABLE 3 


PROPORTIONS OF STATIONARY POPULATION IN AGE GROUPS, 
1949-1951, AND CHANGES WHICH WOULD RESULT 
FROM ELIMINATING CERTAIN CAUSES OF DEATH 





Per cent of population in age group 





0-19 20-39 40-49 50-59 60-69 70-79 80 and 








over 
White males 

1949-1951 life table 29.0 28.1 13.4 12.1 9.5 5.8 24 

Excluding deaths from: 

All infective and parasitic diseases 28.6 27.9 13.4 123 9.7 6.0 2.3 
Tuberculosis 28.8 28.1 13.3 i223 9.6 5.8 ae 
Influenza and pneumonia 28.9 28.0 13.4 12.1 9.5 5.8 2.3 

All neoplasms 28.2 27.5 13.1 12.1 9.9 6.4 2.8 

Diabetes mellitus 28.9 28.1 13.4 12.1 9.5 5.8 y 4 

Major cardiovascular-renal diseases 25.0 24.3 11.8 112 10.1 8.4 9.2 
Vascular lesions affecting the 

central nervous system 28.6 7 13.2 12.0 9.6 6.2 2.7 

Diseases of the heart 26.5 5.7 12.4 11.8 10.3 7.8 5.5 

Arteriosclerotic heart disease 27.4 ».7 Za 12.0 10.2 (Bd 3.8 

Accidents, suicides and homicides 28.2 9 13.4 12.3 98 6.0 2.4 
White females 

1949-1951 life table 26.9 26.5 12.9 12.1 10.6 75 3.5 

Excluding deaths from: 

All infective and parasitic diseases 26.7 26.4 12.8 12.2 10.6 7.6 3.7 
Tuberculosis 26.9 26.4 12.9 12.1 10.7 7.5 3.5 
Influenza and pneumonia 26.8 3.5 12.8 12.1 10.6 7.6 3.6 

All neoplasms 26.1 25.7 12.5 12.2 10.9 8.3 4.3 

Diabetes mellitus 26.8 26.4 12.9 12.1 10.6 7.6 3.6 

Major cardiovascular-renal diseases 23.6 23.3 11.4 11.0 10.3 9.1 11.3 
Vascular lesions affecting the 

central nervous system 26.4 26.1 12.5 12.0 10.7 7.9 44 
Diseases of the heart 25.2 24.8 12.0 11.6 10.7 8.6 7.1 
Arteriosclerotic heart disease 26.1 25.7 12.5 11.9 10.6 8.2 5.0 

Accidents, suicides and homicides 26.7 26.4 12.8 12.2 10.6 7.6 3.7 


of what the population will be; its as- 
sumption of a fixed number of births is 
too unrealistic for that. Nevertheless, it 
provides a clue to the direction in which 
population distribution is likely to turn, 
given a schedule of death rates. Popula- 
tion distributions of the future, particu- 
larly if the trend is toward the aged 
groups, must be analyzed with care by 
the gerontologist. ‘Tables 2 and 3 show 
the percentage distributions of the so- 
called “stationary populations” corres- 
ponding to the 1949-1951 life tables as 
well as to the tables modified by the 
deletion of deaths for specific causes. 
Table 3 indicates that the abolition 
of neoplasia as a cause of death would 
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decrease somewhat the proportion of 
persons under 50 and increase somewhat 
the proportion above this age. The effect 
would not be noticeable except at the 
oldest ages; there would be 33 per cent 
more men and 23 per cent more women 
over the age of 80 than under the unal- 
tered 1949-1951 death rate schedule. It is 
noteworthy, however, that despite the 
general aging of the stationary popula- 
tion, the proportion of persons between 
20 and 69 remains fairly constant (table 
4). Without neoplasia as a cause of death, 
the proportion of males would decrease 
from 63.1 to 62.6 per cent, and the pro- 
portion of females would decrease from 
62.1 to 61.3 per cent. 
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TABLE 4 


PROPORTIONS OF STATIONARY POPULATION IN THE AGE RANGE 20 To 69, 1949-1951, AND 
CHANGES WHICH WOULD RESULT FROM THE ELIMINATION OF CERTAIN CAUSES OF DEATH 





Per cent of population in age range 20-69 





1949-1951 life table 
Excluding deaths from: 
All infective and parasitic diseases 
Tuberculosis 
Influenza and pneumonia 
All neoplasms 
Diabetes mellitus 
Major cardiovascular-renal diseases 
Vascular lesions affecting the 
central nervous system 
Diseases of the heart 
Arteriosclerotic heart disease 
Accidents, suicides and homicides 


Abolition of deaths from heart disease 
would be somewhat more influential in 
this respect than elimination of neo- 
plasia. If the entire group of cardiovascu- 
lar-renal diseases were controlled, the 
proportion of the population in the pro- 
ductive years would decrease by a con- 
siderable fraction: from 63.1 to 57.4 for 
males, a decrease of 9 per cent. From 
many points of view, this seems an im- 
pressive, if potential, shift and does not 
take into account the possible conse- 
quences if numerous persons were pre- 
served, perhaps free of disease but dis- 
abled by the physiologic effects of aging. 

Are We Nearing the Limit? 

This inquiry has suggested several points 
of reference that appear of graded in- 
terest to the student of gerontology. 
Average longevity has increased over the 
past fifty years but this trend may be ap- 
proaching a limit. A complex of specific 
diseases and degenerative processes ac- 
companies advancing age and is responsi- 
ble for the rapid increase of mortality 
rates in the later years of life.’ Future 
substantial increases in longevity will 
result, not as a consequence of the solu- 
tion of any single disease process, but 
as the result of a general breakthrough 
on the whole front of aging. The con- 


White males White females 


63. 62.1 
63.1 62.0 
63.2 62.1 
63.0 62.0 
62.6 61.3 
63.1 62.0 
5/4 56.0 
62.5 61.3 
60.2 59.1 
61.6 60.7 
63. 62.0 


quest of cardiovascular-renal diseases ap- 
pears as an exception to this generaliza- 
tion, and their eradication might lead to 
significant population shifts. 

As measured by gains in longevity, the 
accomplishments of medicine in the im- 
mediate future may be disappointing. 
Medicine, however, has a task collateral 
with that of preserving its patients alive 
into the late decades, that of keeping 
them alert, vigorous, and productive 
throughout the years they have already 
gained and will gain in the future. Per- 
haps it would be better to assess the ac- 
complishments of gerontology by a yard- 
stick appropriate to this objective than 
by citing changes in average longevity. 
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Rehabilitation of the aged amputee 





BRUCE B. GRYNBAUM, M.D., 
EDWARD E. GORDON, M.D., and 
SEYMOUR S. BLUESTONE, M.D. 


NEW YORK CITY 


@ The loss of a limb at any age is a 
major catastrophe requiring extensive 
physical and emotional adjustment. ‘The 
elderly, being less resilient, find it even 
more difficult to adapt to such a crisis. 

Amputation in the aged is usually 
necessitated by gangrene secondary to 
arterial disease. Therefore our geriatric 
experience is virtually limited to patients 
with loss of lower extremities. The loss 
of the upper extremity, which is princi- 
pally traumatic in origin, is understand- 
ably uncommon in the aged. 

Although vascular insufficiency result- 
ing from arteriosclerosis, thromboangiitis, 
obliterans, or embolism is the most com- 
mon reason for amputation, we occasion- 
ally see amputations which were done 
because of malignancy, osteomyelitis, 
nonunion of fractures, and frostbite. 


The Rehabilitative Goal 


Rehabilitation should start well in ad- 
vance of amputation. This includes the 
emotional preparation of the patient for 
the loss of a member as well as selection 
of the site for amputation, insofar as 
surgically possible. ‘Too long or too short 
a stump creates technical obstacles to 
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The paper discusses various prob- 
lems encountered in evaluating, pre- 
paring, and training the elderly, 
lower extremity amputee. Physical, 
psychologic, and social aspects of 
these patients are considered. Use of 
wheelchairs may be preferred for cer- 
tain patients who would find use of 
an artificial limb too difficult. 


adequate fitting of the artificial limb. 
The stump must be short enough to 
leave room for the joint mechanism of 
the prosthesis, yet long enough to pro- 
vide good leverage and retention of the 
socket. As a general rule, the longest 
stump consistent with good skin cover- 
age and adequate circulation is best. 

The end result of rehabilitation in 
the below-knee amputation group so far 
surpasses that of the above-knee ampu- 
tees that we cannot overemphasize the 
importance of preservation of the knee 
joint. In the elderly, the difference be- 
tween above-knee and below-knee ampu- 
tation is often the deciding factor that 
determines whether the patient will ever 
walk again. Recent progress in drug ther- 
apy should permit an increasing propor- 
tion of below-knee amputations. 

Unless the long-range program is con- 
sidered during the early postoperative 
period, the duration of rehabilitation 
will be needlessly lengthened and the 
final result will be less satisfactory. In 
the elderly patient, inactivity and im- 
balance of muscle power lead to the 
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PREPROSTHESIS TRAINING 





Sixty-eight-year-old amputee acquiring balance and strength of remaining lower extremity. 


formation of contractures with alarming 
rapidity. Contractures of the hip or knee 
joints will subject the patient to con- 
siderable discomfort, expense, and _ loss 
of time or may even preclude walking 
altogether. Range of motion exercises 
should be introduced at the earliest pos- 
sible date. The patient must forego the 
immediate comfort of a soft pillow under 
the stump in the longer term interest 
of preservation of joint mobility. 
Muscle power and coordination usual- 
ly decline with advancing years. This is 
aggravated by the preceding illness and 
the deconditioning effect of prolonged 
bed rest. On the other hand, the per- 
formance of even simple tasks requires 
the expenditure of greater energy be- 
cause of the mechanical inefficiency of 
the body. The normal balanced distribu- 
tion of the body weight between the 
two lower limbs is shifted asymmetrically 
to one lower and two unaccustomed 


upper extremities. With these considera- 
tions in mind, a program of progressive 
resistive exercises is prescribed for the 
uninvolved extremities and the trunk, as 
well as for the stump. These exercises are 
started as early as permitted by the con- 
dition of the patient and are adapted to 
his individual general medical status. 


Training for a Prosthesis 


Standing and balancing activities are 
begun in parallel bars at the earliest pos- 
sible “date, followed by swing-through 
ambulation. Only after the patient has 
mastered these skills in the parallel bars 
is he allowed to undertake them on 
crutches. This phase is a crucial test 
which usually determines the feasibility 
of providing the amputee with a pros- 
thesis. Unless the patient has the 
strength, balance, and coordination to 
accomplish these tasks, prognosis for am- 
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bulation with a prosthesis is very poor. 
The optimal goal of ambulation train- 
ing is a patient who can walk and ascend 
stairs and curbs without the aid of a 
cane or crutches. In the elderly amputee, 
however, we must often compromise to 
provide for greater stability and security. 
The requisite period of training is under- 
standably longer for the aged amputee. 
Length of the daily training period is de- 
termined by cardiorespiratory reserve. 
Stump shrinkage is an important aspect 
of preprosthetic preparation. As soon as 
the wound has healed, the patient should 
begin to wear around the clock a proper- 
ly fitted and shaped stump shrinker, un- 
til he begins to use his artificial limb. 
The fitting of a prosthesis calls for 
considerable skill and experience. In the 


LEARNING TO WALK WITH A PROSTHESIS 


First stage—walking with two crutches. 
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past, the professional qualifications and 
ethics of limb manufacturers were far 
from uniform. However, present stand- 
ards in the industry have been greatly 
improved by the Certifying Board of the 
Orthopedic Appliance and Limb Manu- 
facturers’ Association. Technical details 
are beyond the scope of this paper. The 
prescription of the limb, however, is the 
responsibility of the physician, whose 
duty also is to check the fit of the fin- 
ished product. The physician must fur- 
ther provide adequate training in the 
use of the limb, and must be vigilant 
for changing conditions of the stump. 
The stump may continue to shrink for 
a period up to six months, and addi- 
tional or thicker stump socks may be 
required until it has stabilized and the 


Second stage—walking with one cane. 
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socket can finally be adjusted. 

Although a young person may be able 
to compensate for some degree of mal- 
alignment, the elderly individual cannot 
overcome this additional unnecessary 
handicap. The pre-existing vascular in- 
sufficiency in the elderly makes meticu- 
lous hygiene of the skin of the stump 
more mandatory, even with a well fitted 
and properly shaped socket. The stump 
should be washed each night with mild 
soap and warm water and dried care- 
fully. It should be massaged daily with 
rubbing alcohol both before delivery of 
the prosthesis and while it is in use. 
Except when a suction socket is worn, 
the stump should be powdered before 
the limb is put on. 

Even if the size and shape of the stump 


LEARNING TO STAND AND WALK INDEPENDENTLY 


Practicing balance on suction socket limb. 








warrant the use of a suction socket, weak- 
ness of the arms may preclude it if the 
patient is unable to pull the stump sock 
through. In the above-knee amputee, use 
of the self-locking friction knee joint 
will usually facilitate ambulation. If an- 
other type of knee joint is employed, it 
should be provided with a locking mech- 
anism for use during early training, or 
at times even permanently. Elimination 
of motion at the knee joint, although 
preventing a normal gait pattern, never- 
theless facilitates training and enhances 
stability and safety. In selected cases, the 
less expensive pylon (“peg-leg”) may be 
profitably utilized. 

Although in younger age groups it is 
generally a foregone conclusion that the 
patient will receive and use an artificial 


Independent ambulation without aids. 
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Eighty-year-old below-knee amputee who walks 


independently using two canes. 


limb, it is quite the contrary among the 
aged. The most critical decision confront- 
ing the physician is that of prescribing 
a prosthetic replacement or compromis- 
ing on a wheelchair existence. It is quite 
natural for every disabled individual to 
express the desire to walk again, but 
the physical capacity to satisfy this wish 
is often wanting in the elderly. Despite 
an unfavorable prognosis for ambulation, 
we may at times be compelled to provide 
a limb for a patient who has the means 
to pay for it. However, a great number 
of patients in this age group are de- 
pendent upon public subsidies for the 
purchase of the limb and the requisite 
training in its use. It therefore behooves 
the physician to select his patients care- 
fully. The divisions of vocational re- 
habilitation of the various states will 
usually underwrite the cost for younger, 
employable individuals. The depart- 
ments of hospitals and welfare in the 
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city of New York are most helpful in 
this regard, if, in the opinion of the 
attending orthopedist or physiatrist, the 
prognosis of the elderly individual is 
favorable. It is to be hoped that other 
communities will follow this example. 


Who Should Wear a Prosthesis? 


What then are the determinants for 
prescription of a limb? Chronologic age, 
as is well known, is an unreliable guide. 
The first consideration in the aged is 
the cardiorespiratory-renal reserve. In 
view of the increased energy require- 
ments for ambulation with an artificial 
limb, many elderly amputees obviously 
cannot meet the demand. Degenerative 
processes affecting learning capacity, 
kinesthetic sense, balance, and coordina- 
tion are a serious obstacle to functional 
prosthetic replacement. Visual deteriora- 
tion is not in itself a contraindication to 
the prescription of an artificial limb. 
However, it must be borne in mind that 
visual impulses compensate in part for 
the lack of proprioception in the arti- 
ficial limb. In the absence of normal 
vision, the patient must be sufficiently 
adaptable to develop other compensa- 
tory mechanisms. Inasmuch as occlusive 
vascular disease is apt to be symmetrical- 
ly distributed, circulatory changes in the 
contralateral extremity often mitigate 
against ambulation. The patient who 
has already been successful in the use 
of one artificial limb, may be able to 
ambulate after the loss of the second 
leg. However, the elderly bilateral above- 


knee amputee who has not previously 


used an artificial limb will probably 
never walk again. Parenthetically, the 
middle-aged amputee of long duration 
may pay for his faulty gait pattern with 
painful osteoarthritic changes in the 
back and extremities. Barring these or 
other degenerative changes, his mode of 
life should not be altered as he grows 
older. 

Even the hemiplegic amputee can 
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learn to use an artificial leg, particularly 
if the amputation is on the affected side. 

Psychologic reactions to amputation 
may be a hindrance to successful rehabil- 
itation. There may be overt depression 
out of proportion to reality, where the 
patient openly rejects all helpful efforts. 
More difficult to recognize is the depres- 
sion that is somatized with bodily com- 
plaints, usually consisting of endless 
faultfinding with the fit of the limb. 
Psychologic preparation will reduce this 
disability. Contact with successfully am- 
bulating amputees and reassurance of 
the patient, emphasizing his remaining 
potential, will minimize the depression 
and maintain optimal motivation. Re- 
sumption of the upright position with 
its broadened vistas may in itself restore 
motivation and recreate interest in life. 

Use of a Wheelchair 
The patient who is to be wheelchair- 
bound may require the satisfaction of a 
trial of ambulation before he will ac- 
cept wheelchair activities. This patient 
would benefit psychologically from the 
use of an inexpensive cosmetic replace- 
ment if it were available. This would 
encourage socialization, from which so 
many limbless amputees withdraw. The 
attitudes of other members of the pa- 
tient’s family are not to be overlooked. 

Whether or not a limb is prescribed, 
training must be provided in the per- 
formance of daily activities, with empha- 
sis on transfer between bed, wheelchair, 
toilet, and bathtub. When a limb has 
been provided, the patient must learn 
to put it on himself. 

The amputee who is unable to utilize 
an artificial limb is naturally dependent 
upon a wheelchair. Even the above-knee 
amputee who learns to use a prosthesis 
often finds a wheelchair of permanent 
value. The chair should therefore be 
thoughtfully prescribed to provide a 
maximum of comfort and_ usefulness. 





Special amputee chairs are available 
which compensate for the instability of 
the patient’s altered center of gravity, 
which may cause backward tipping of 
a standard chair. A foam-rubber seat 
cushion, upholstered arm rests, brakes, 
and handrims are important features. 
When necessary and feasible, encour- 
age the patient to alter or change his 
home to eliminate steps, door saddles, 
and plush carpets; and to provide wide 
doorways and corridors. Community help 
may be necessary in this direction. An 
ordinary kitchen chair with four casters 
may facilitate passage through narrow 
doorways. Commercial substitutes are 
available, as are devices for narrowing 
the standard wheelchair. If the patient 
is not using a prosthesis, he can usually 
get about at home using two crutches. 
Conclusions 
Before prescribing an artificial limb for 
the elderly amputee, it is important to 
evaluate his cardiorespiratory-renal re- 
serve, the circulatory adequacy of his 
remaining lower extremity, and his in- 
tellectual and emotional status. Physical 
and psychologic planning should prefer- 
ably begin before the amputation, but 
the physician’s responsibility continues 
until the limb has been properly fitted 
and the patient has been trained to am- 
bulate and to perform the essential ac- 
tivities of daily living. A specially pre- 
scribed wheelchair is necessary if the 
patient has not received a prosthetic re- 
placement, and may be valuable even 
if he has a functional artificial limb. 
The expenditures of public funds for 
the artificial limb and training in its use, 
for a suitable wheelchair, and satisfactory 
housing all contribute to the patient’s 
independence. In return, saving is insti- 
tuted through elimination of the pro- 
longed custodial care and what is greatly 
more important, they enhance the dig- 
nity of the individual. 
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Atherosclerosis—a preventable factor 


of early aging 


WALTER BORTZ, M.D., and NILS P. LARSEN, M.D. 


HONOLULU 


@ One hundred and twenty-eight years 
ago, Dr. Benjamin Rush tried to find 
the reason why some men lived to 80 and 
beyond. He concluded that the common 
denominators were: descent from long- 
lived ancestors, temperance in eating and 
drinking, moderate use of understanding, 
and equanimity of temper, although he 
added, “there were some exceptions in 
favor of passionate men and women.” 

The South American Indian who was 
recently studied in New York could have 
received a double plus in each of these 
categories.? In addition, he was found to 
have a cholesterol reading under 150 mg., 
a blood pressure of 110/60, and no roent- 
genologic evidence of arterial hardening. 
His diet was very low in fat, but high 
in coffee, which fits in with some of Dr. 
Rush’s conclusions. The ideal definition 
of what “growing old gracefully” means 
is given in the Bible in recording Moses’ 
death: “And Moses was one hundred and 
twenty years old when he died; his eye 
was not dim, nor his natural force 
abated.’’8 


Death and Arteriosclerosis 
An old saying contends that “a man is as 
old as his arteries.”” This was passively 
accepted until quite recently. It is cer- 
tainly true that many of the changes as- 
sociated with age can be attributed to 
a deficient blood supply which, in turn, 


WALTER BORTZ and NILS P. LARSEN practice medi- 
cine in Honolulu, where Dr. Larsen serves as 
medical advisor of the Hawaiian Sugar Planters’ 
Association. 
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Very few young men will ever show a 
heavy deposit in their coronary ar- 
teries if they will consume only 20 
per cent or less of their calories as fat. 
Evidence indicates that this factor, 
which is controllable, will help us to 
defer, and possibly prevent, an un- 
pleasant, and uncomfortable old age. 


results from stiffened arteries often 
clogged by atheromatous patches and 
calcium deposits. This was dramatically 
shown in an autopsy report on 200 
American soldiers who were killed in 
Korea in their early 20’s.4 Many of these 
young men showed heavy yellow deposits 
in their coronary arteries. 

In 1923, insurance figures from 54 
firms reported the percentage of deaths 
attributed to atherosclerosis as less than 
20.5 At present, more than half of all 
deaths in United States insurance figures 
are caused by atherosclerosis. The in- 
creasing number of arteriosclerotic deaths 
reflects an absolute increase in the in- 
cidence of this disorder, and suggests 


.that something besides added years is 


causing this rapid increase of damage 
in American arteries. This finding has 
helped to stimulate the search for pre: 
ventable causes. 


Diet and Atherosclerosis 


Dr. Clive McCay has placed rats and 
dogs on greatly restricted diets through- 
out their lives, enough to diminish 
growth, which has resulted in these ani- 
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mals living to an increditable age.® Yet, 
just as important, these animals main. 
tained a healthy coat, virility, and vigor 
until immediately before death. The bal- 
anced, but low calorie diet kept them 
small and wiry but caused them to live 
much longer than well-fed or over-fed 
rats. 

This observation ties in closely with 
the mounting evidence from the world 
over which indicates that diet is funda- 
mental to longevity and well being.’ In 
the United States, with its caloric abun- 
dance, is found the world’s highest rate 
of heart deaths, also the greatest number 
of persons crippled by injury to the 
heart. Our lack of comprehension of the 
facts behind this tragedy is just now be- 
ginning to clear. 

Much evidence has been gathered from 
animal and human experiments which 
seems to confirm a correlation of national 
dietary habits with the amount of ar- 
terial disease.19 Data from more than a 
score of countries also seem to implicate 
dietary fat in the increased amount of 
atheromatous deposits. 

In 1953 we analyzed 1240 autopsies at 
the Queen’s Hospital in Honolulu, and 
found that the amount of atherosclerosis 
among the Caucasians greatly exceeded 
that in the Orientals.1! It was noted that 
as the Orientals began to eat the Ameri- 
can diet the amount of sclerosis in their 
vessels increased. A careful dietary study 
by Mrs. Shizuko Miyamoto indicated 
that the Orientals in Hawaii consumed 
30 per cent of their calories as fat, where- 
as, in their homeland, large groups con- 
sumed as little as 9 per cent, and the 
highest group averaged only 20 per 
cent.'* Other studies have been reported 
from China, Ceylon, South Africa, Cen- 
tral America, and elsewhere, in groups 
of people on low fat diets with a low 
incidence of coronary disease. 

Two recent studies have focused at- 
tention on the fact that a change in diet 
is associated with atherosclerotic changes. 





Bronte-Stewart and his associates showed 
that, in South Africa, the Bantus had 
almost no atherosclerosis, the Cape- 
Colored had a medium amount, and the 
English had a great deal.1® The amount 
of dietary fat increased in that order. 
The second study was from Hawaii,'4 
where the Caucasian gets 40 per cent or 
more of his calories from fat, and the 
Oriental 30 per cent. Sixty-five per cent 
of Caucasian men under 50 showed defi- 
nite coronary atherosclerosis, whereas the 
Japanese men showed 36 per cent with 
like arterial changes. Professor Okinaka 
found only 21 per cent of the Japanese 
males in Japan had similar deposits. 
They got 20 per cent or less of their 
calories from fat.15 

After World War I, Aschoff made a 
study of heart deaths in the countries 
ravaged by the war.!® He found that in 
those countries where the food intake, 
especially fat, was restricted, the inci- 
dence of heart disease fell. ‘These con- 
clusions have been abundantly docu- 
mented by World War II reports from 
many countries. These studies suggested 
that diet is not only related to the de- 
posit of arterial plaques, but that an 
increase in heart attacks from throm- 
bosis is associated with the food intake. 

These studies and others led Keys to 
state, “In populations, when the per cent 
of calories from fat is less than 20 per 
cent, atherosclerosis is slight and coro- 
nary heart disease is rare. With 30 to 
35 per cent fat calories, atherosclerosis 
becomes a major problem and coronary 
heart disease tends to become the first 
cause of death for all ages over 40. With 
40 per cent or more, coronary heart 
disease tends to become a veritable 
plague.”’!7 

Some men have questioned the state- 
ment that the American dietary fat in- 
take has increased. The following facts 
seem to answer this doubt. In 1918, Mur- 
lin made a study of 227 Army messes 
and found that fat supplied 31 per cent 
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REPORTED DEATH RATES PER 100,000 POPULATION 





Arteriosclerotic heart disease 


1ge Population Men 
45-49 U.S. White 231.8 
Japan 24.1 
55-59 U.S. White 637.9 
Japan 60.3 
65-69 U.S. White 1402.8 
Japan 125.1 


Cerebrovascular disease 


Women Men Women 


42.8 34.5 37.5 
13.5 89.8 98.6 
176.7 123.4 109.2 
312 375.0 311.1 
659.4 415.0 349.0 
77.5 1216.2 934.1 





of the total calories.1§ In 1956, an Army 
study revealed that over 40 per cent of 
the calories were being furnished by 
fat.!9 The yearly fat intake in Great 
Britain increased from 99 gm. in 1909 to 
124 gm. in 1934. In the one year, 1949- 
1950, individual fat consumption rose 
7 per cent.?° 

In Honolulu, dietitians in our two 
largest hospitals, all of whom had been 
educated in the best United States dietary 
schools, served over 40 per cent of the 
calories as fat as part of their standard 
house diet. It is apparent that American 
tastes are demanding more fatty foods, 
which are savory foods. Fat is our most 
expensive food. As the economy im- 
proves, more expensive, tasty foods, such 
as cream and other fats, are consumed. 
It suggests that the taste buds and the 
pocket books might rule our arteries. 

A recent theory seeks to link the 
amount of saturation of the fatty acids 
with atherosclerosis.2! This theory sug- 
gests that we can have our cake and eat 
it too. Convenience and marketability 
seem to dictate that hydrogenation (satu- 
ration) of the fatty acids in our diet is 
desirable. A number of studies indicate 
that saturated fats are more atherogenic 
than are the unsaturated fats. At least 
it is known that the more saturated fats 
an animal consumes the more unsatu- 
rated fat is required to keep the animal 
healthy.?2 Some observations have indi- 
cated that the use of unsaturated oils, 
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especially corn oil, actually exerts a pro- 
tection against arterial plaques.?? More 
evidence is needed before over 20 per 
cent of total fat can safely be added to 
the diet. 
Is Atherosclerosis Reversible? 

The question of whether atherosclerosis 
is reversible is now under careful study. 
A number of animal experiments sug- 
gest it may be, others suggest it is not. 
Wilens** and the Swedes?> have found 
that in those persons dying of a wasting 
disease there is less atherosclerosis than 
would normally be expected. This may 
be significant. It bids us not to accept 
the possibility, or even the likelihood, 
that in our terminal years we shall have 
to spend our days as vascular cripples 
and end with a creeping and wasting 
death. Recent studies with constant in- 
take of Dicumarol or heparin suggest 
that coronary thrombosis, as well as re- 
peated small cerebral accidents, can be 
prevented by precautionary medication.”* 
Such results would remove much fear of 





old age. Vital productivity can and 


should be maintained until just before 
death. 


Role of Exercise 
The role of exercise in the deferment 
of old age is now under study. It is 
apparent that if energy expenditure uses 
up our unnecessary calories we are that 
much to the good. It has also been shown 
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that, in those persons with the greater 
muscle mass, hypercholesteremia is more 
easily combatted. Although Brown and 
co-workers were unable to document it 
in a recent short term experiment,?* 
a British study in 1953 revealed that 
heart disease was less prevalent in a 
group of street car conductors with a 
more active existence than their seated 
companions, the motormen.?* A_ study 
from Italy corroborates this.?® Dr. Stare 
and his colleagues in Boston showed that 
men on a high caloric diet under active 
exercise had much lower levels of blood 
cholsterol than the same men eating the 
same calories but remaining sedentary.®° 


Diet and Longevity 


In Japan, there is a longevity league 
headed by Dr. Muramoto, who believes 
diet is related to longevity. They found 
that Japan had an average of 2.8 per cent 
of citizens alive over 70, and Hawaii had 
an average of 3 per cent. In Japan, the 
number seemed to vary with the diet of 
the community—that is, in the commu- 
nity having the largest number of people 
alive over 70 (8.4 per cent) it was found 
that the persons consumed what seemed 
like a “healthy diet.” They ate ‘noodles 
of sweet potatoes, wheat bean dumplings, 
dried sweet potatoes, and azuki beans. 
The village was surrounded by sea, 
hence small fish and seaweed were eaten 
often; meat very seldom. Vegetables, 
especially carrots and pumpkins, were 
eaten plentifully.” The shortest lived 
community, on the other hand, consumed 
what present dietary knowledge would 
consider a poorly balanced diet. “The 
average consumption of rice was 25.6 
ounces with 2 to 3 pieces of salted rad- 
ishes; sometimes salt was sprinkled on 
the rice. Meat, probably only chicken, 
was eaten only once a year. Rice liquor 
(Sake) was consumed daily and abun- 
dantly. The main cause of death was 
cerebral hemorrhage. Beri-beri was the 
second cause of death.’’1 





Diet and Hypertension 
In Japan, with relatively few coronary 
deaths, they reported many deaths from 
cerebral accidents. We believe, and Dr. 
Keys reported that the doctors around 
Kyushu believed, that the high-salt diet 
was related to the great preponderance 
of hypertensive persons. It has been re- 
ported that, in much of Japan, each per- 
son consumes 15 to 30 gm. of salt daily. 
There is, of course, much hypertension 
caused by chronic kidney disease and 
other well known causes. We are con- 
sidering merely those hypertensive per- 
sons for whose disease no known cause 
is found and whose condition might be 
caused by diet, and hence is preventable. 
The findings noted in the table also 
suggest that essential hypertension and 
coronary disease may have different 
causes. Meneeley’s rats, which demon- 
strated hypertension on a high salt diet, 
did not have coronary atherosclerosis.** 
Hypertension developed in all rats that 
were fed an amount of salt correspond- 
ing to 12 gm. per day in man. 
Prevention of Atherosclerosis 
One other comment that seems essential 
to this discussion is a fact recorded in 
our Hawaiian study. It was noted that 
the number of Japanese who had some 
arterial deposits was parallel in each 
decade with the number found in Cau- 
casians. The difference becarne apparent 
only when severe deposits were com- 
pared. This was also indicated by Pro- 
fessor Kimura’s study in Japan.*? Hence 
this deferring of old age is not related 
to the basic cause of atherosclerosis, but 
to a quantitative deposit. This heavier 
deposit interferes with the circulation or 
quantity of blood flowing to a vital or- 
gan. The mechanism for atheromatous 
deposit is there in all groups. The quan- 
tity of deposit, however, might be speeded 
up by the amount of fat in the diet. 
Even with a high fat diet there are 
certain hereditary variations—that is, 
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some families have a blood vessel “‘metab- 
olism” (or is it a sieve?) that can handle 
high fats without having deposits. Such 
members do not have a blood rise in 
cholesterol when on a _ high-fat diet. 
Their arteries do not tend to form 
plaques. However, in the United States, 
65 per cent of the young men cannot 
handle the national diet (with 40 per 
cent or more of its calories from fat) 
without getting severe deposits. 





Thus, in order to save many of our 
men from getting old too soon, we must 
make it clear that, whatever else affects 
this problem, very few young men will 
ever show a heavy deposit in their coro- 
nary arteries if they will consume only 
20 per cent or less of their calories as 
fat. Evidence indicates that this factor, 
which is controllable, will help us to 
defer, and possibly prevent, an unpleas- 
ant, and uncomfortable old age. 
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Current treatment of the emotional 
problems of elderly people 


MATHEW ROSS, M.D. 


BEVERLY HILLS, CALIFORNIA 


@ Although insuring and _ prolonging 
survival of our patients in reasonable 
comfort is our objective in medical care, 
adding the dimensions of depth and 
breadth, as well as length, to life must be 
the ultimate goal of therapy for the 
emotional problems of elderly persons. 
I invite your attention to a few of the 
efforts in geriatric psychiatry to achieve 
this aim. 


Group Psychotherapy 


Had you been at the proper place in 
Pennsylvania a few years ago, you would 
have heard this conversation: 


NELLIE: Why, Susie, you know you flirt with all 
the boys. 


susie: I do not. How can you say that? I’m re- 
spectable. You’re the one who always says you’re 
getting married. (General laughter.) 

BERTHA: That may be true about Nellie, but I 
saw you out there on the bench with that paint- 
er. You were making eyes at him and kidding 
him. You’re with him every day at lunch. I 
don’t blame you, he’s sort of nice. 


sUsIE: Oh, you couldn’t have seen me, because 
I didn’t do it. Doctor, I hope you don’t believe 
them, They’re making it up. They’re just trying 
to tease me. 

NELLIE: Aw, go on, don’t try to look like an angel 
in front of the doctor. Lately you’ve been dress- 
ing up fit to kill—had your hair done twice in 
the beauty parlor, putting on all your jewelry. 
You're not fooling anybody. 


suste: You’re making it all up. How could I get 
serious about that painter—if he’s the one you 
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Adding the dimensions of depth and 
breadth to life as well as length must 
be the ultimate goal of therapy for 
the emotional problems of elderly 
persons. Some efforts in this direction 
are reported. 


mean, why, he’s too old for me. Why don’t you 
just forget about me and pay attention to your- 
self? Go on, tell the doctor what you told me 
yesterday. (General laughter.) 

NELLIE: (Reddening, but smiling.) Okay, I will 
if you tell him what you told me. (Both titter.) 
MARY: Oh, you’re both being childish—after all, 
what’s wrong with it if you do like a man? Is 
that abnormal? I should think that by this time 
of our lives we could face such things and talk 
about them without trying to pretend that we 
don’t have such feelings. 


MAYFIELD: That’s the way I feel about it. I’m 
not ashamed to tell everybody that I’d like to 
get married. Maybe that sounds silly to you, 
Doctor, but that’s really the way I feel. I guess 
it'll never happen, but I dream about it. 

Where in Pennsylvania did this dis- 
cussion occur? In a group psychotherapy 
session on the wards of Morristown State 
Hospital.t Let me introduce you to the 
participants. 

Nellie, a hypomaniac, is a 70-year-old 
widow. Susie, twice married and wid- 
owed, is 72, and one year ago underwent 
a prefrontal lobotomy. Formerly de- 
pressed, agitated, and hallucinated, her 
convalescence from neurosurgery is being 
aided by group therapy. Bertha, also a 
widow, is a 65-year-old compulsive-neu- 
rotic in a moderate depression. Mary, 68 
and widowed, is in the early stages of con- 
valescence from an agitated depression. 


Geriatrics, October 1957 603 











All are making excellent hospital ad- 
justments, have full ground privileges, 
and make visits away from the hospital. 

But Mayfield is the pride of patients 
and personnel alike. She is a 76-year-old 
spinster, schizophrenic for perhaps fifteen 
years, and institutionalized for more than 
ten. For years, Mayfield was an embit- 
tered, seclusive, preoccupied, argumenta- 
tive, and humorless patient who was dis- 
liked by all the others because of her 
temper, feared because of her threats, 
mistrusted because of her hallucinations 
and continuous fantasies, and cut off 
from other patients by her self-isolation. 
She ruled the other more docile women 
with iron-clad tyranny. The television set 
was turned always to her favorite pro- 
gram. No one dared sit in her seat. Her 
place in the cafeteria line was uncontest- 
ed. Where she chose to walk, her way 
was cleared. Her bed was always com- 
fortably situated according to the season. 
She presented herself frequently in the 
dispensary with a variety of baffling com- 
plaints and kept the nurses occupied with 
endless treatment routines. 

Her part in the conversation recorded 
earlier took place after a year of group 
psychotherapy. Unexpected changes had 
already occurred in her hospital adjust- 
ment. Mayfield is now an alert, fairly 
pleasant, and helpful in-patient. During 
the day she frequents the library, assists 
with the care of physically disabled pa- 
tients, walks about the building join- 
ing groups in conversation, and keeps 
thoroughly occupied. During ward 
parties she is a charming hostess. She 
has not required medical care in months. 
Her differences with others yield to ar- 
bitration. She frequently smiles and likes 
to tell jokes on herself. In group sessions 
she is thoughtful, reasonable, confiding, 
and sociable. Her estimates of other par- 
ticipants’ problems often carry such con- 
vincing logic as to contribute materially 
to the development of group insights. 
Flaring tempers often dissolve into good- 
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natured tittering in response to her deft 
wit. Still delusional and occasionally hal- 
lucinated, her psychotic thought-life ap- 
pears to have become compartmented 
and is no longer intractable. 


In the geriatric unit of this hospital, 
51 chronologically senile women patients 
met twice weekly for one-hour sessions 
of group psychotherapy over a two-year 
period. ‘Twenty-three, or 45 per cent, of 
the patients had been discharged to their . 
own homes, county homes, or placements, 
or were ready to leave after an average 
of fifty-four hours of group therapy. In 
contrast, only 37 out of 279, or 13 per 
cent, of other patients in the same build- 
ing not in the group therapy project 
were able to leave the hospital during 
the two-year period of the study. 

Such modification of behavior is a fre- 
quent result of group psychotherapy 
with senile patients. 


STATE HOSPITAL 


In January 1954, a report appeared 
from the Fergus Falls State Hospital at 
Fergus Falls, Minnesota, describing an 
intensive treatment program which at- 
tempted to show that, with energetic 
optimism and active attention and treat- 
ment, the discharge rate of geriatric pa- 
tients from a state hospital can be in- 
creased.? For the purposes of this study, 
patients with a good prognosis for dis- 
charge and available for a unified treat- 
ment program were selected. Over a six 
month period, 171 patients selected 
on the basis of (1) the behavioral level 
of the patient as determined by the ward 
charge nurse and (2) the amount of in- 
terest in the patient shown by relatives 
as measured by the number and fre: 
quency of letters and visits were placed in 
the same unit and were exposed to an 
intensive treatment program character- 
ized by a team approach. The personnel 
utilized in this program, expressed in 
terms of full-time people, included one 
ward physician, one clinical psychologist, 
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two-thirds of a social worker, one occu- 
pational therapist, one recreational ther- 
apist, and nursing personnel in a ratio 
of 1 to 20 patients in the daytime, and 
| to 75 patients at night. As soon as prac- 
tical, each patient was interviewed and 
the case history reviewed by the psycholo- 
gist, charge nurse, and social worker; and 
an individual treatment plan was set up 
for the patient. Active occupational, 
recreational, work, and group psycho- 
therapy programs were instituted. 

In the first six-month period, 46 of 
the 171 patients were discharged—22 to 
relatives, 9 to private rooms, and 15 to 
rest homes. Of these 46, 5 returned. The 
increase in discharge rate was the only 
quantitative evaluation. Qualitative im- 
provement in mental attitudes, alertness, 
orientation, activity level, and social in- 
terest was obvious. The average age of 
discharged patients was 71 years; their 
average length of hospital stay had been 
six years. 


HOME FOR AGED 


When aged persons lose mental, physical, 
social, and economic resources to an ex- 
tent where they cannot function in the 
community, homes for the aged may pro- 
vide a milieu where a portion of these 
losses may be recouped or compensated 
for. For example, the Home for Aged 
and Infirm Hebrews in New York City 
is a modern, adequately equipped and 
staffed institution housing 875 guests. 
The psychiatrist makes weekly rounds 
with house physicians in order to con- 
tribute to the diagnosis and management 
of everyday psychiatric problems, and 
he also screens applicants for admission. 
However, the major function of the 
psychiatrist is psychotherapy. A special 
form of psychotherapy consisting of a 
“brief-interview technic” (five to fifteen 
minutes per patient-session) at relatively 
infrequent intervals (once a week or less 
often) may effectively decrease the pa- 
ient’s suffering, increase social adapt- 


ability, and ease to some degree the prob- 
lem of management in over 50 per cent 
of the patients referred for treatment. 

This role-playing technic, which cen- 
ters about the predilection of aged per- 
sons with overpowering feelings of help- 
lessness to cast authoritative persons in 
the role of parents, encourages, nurtures, 
and manipulates this relationship to ful- 
fil the emotional needs of the patient, 
whether they are for affection, protec- 
tion, punishment, forgiveness, or respect. 
The gratification and mastery obtained 
by the patient lead to greater feelings 
of self-esteem with resulting lessening of 
helplessness. The results in a group of 
41 patients with disordered behavior and 
evidence of brain damage indicate that 
49 per cent had definite improvement 
with, and 29 per cent more had some 
improvement after, an average of 8.5 
treatment sessions. This technic of psy- 
chotherapy indicates how much can be 
accomplished with so little; yet one must 
not be deceived that this is more than 
palliation.*: 4 


Individual Psychotherapy 
That “the age of the neurosis is more 
important than the age of the patient” 
is the keynote of individual psychother- 
apy. Numerous therapists have recorded 
their favorable experiences utilizing a 
variety of methods.® 

No discussion of psychiatric treatment 
of the emotional problems of the elderly 
should omit mention of pharmacother- 
apy. Oral Metrazol and nicotinic acid, 
resperine and Ritalin, chlorpromazine 
and the Rauwolfia compounds may have 
an adjunctive role in the psychiatric 
management of the aged. The current 
literature abounds with their results, 
good, bad, and indifferent. ‘The physi- 
cian should exercise due caution in their 
application.® 


DAY HOSPITAL 


Ten years ago, in April 1946, at the 
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Allan Memorial Institute of Psychiatry 
in Montreal, a new form of hospitaliza- 
tion was set up on an experimental 
basis. This hospital was called a day 
hospital to which patients came at 9 a.m. 
and remained throughout the daylight 
hours, receiving the appropriate forms 
of treatment, and going back to their 
homes at 4:30 p.m. All types of psychi- 
atric patients were admitted, the only 
criterion being that they should be well 
enough to stay home overnight. From 
this modest beginning a number of varia- 
tions have been developed. 

The Day Hospital Unit at the Colum- 
bus, Ohio, Receiving Hospital, which is 
set up as a psychiatric unit but not as 
an exclusively geriatric unit, demon- 
strates how geriatric psychiatry can be 
helpful in such a setting.? 

The patients gather at 8 a.m. in the 
morning as an informal group and over 
coffee discuss their experiences since the 
previous day. A psychiatrically trained 
nurse is present and helps to lead the 
discussion. From this meeting are gleaned 
many points leading to an understanding 
of the individual patient. The hour from 
9:15 a.m. is spent in occupational ther- 
apy. From 10:15 to 11 a.m. the patients 
are seen by their individual therapists 
if they request it. At this hour also, vari- 
ous physical procedures are carried out 
four times each week. At 11 a.m., the 
men and women gather in separate 
groups for psychotherapy, led by one of 
the psychiatrists. After lunch, there is a 
rest period during which the patients 
may read available pamphlets on mental 
hygiene or a book of their own choosing, 
or lounge and talk among themselves. 
Three afternoons a week, after the 2 to 
3 p.m. recreational hour led by a nurse 
or occupational therapist, there is mixed- 
sex group psychotherapy. At 4:30 p.m., 
the unit closes and the patients return 
to their homes. Practical talks are given 
by the dietetic and social service depart- 
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ments once a week. Individual therapy 
is made available only upon request of 
the patient. To round out the program, 
the relatives of the patient meet as a 
group with a social worker once a week. 

The following case history illustrates 
the approach in the unit: 


A rather large, aggressive, 62-year-old -white 
businessman was admitted to the closed unit of 
the hospital with a severe, incapacitating tic, a 
marked jerking of the entire upper one-half of 
his body with accompanying expiratory grunt. ° 
When this sympton was brought under control, 
he was transferred to the day unit, where he 
was aggressive and frequently hostile, pushing 
himself to the head of the line in front of the 
women patients in the cafeteria, cheating at 
cards, and being generally vociferous during the 
recreation period. 

The patient group, cold and rejecting to this 
behavior, was finally effective in helping to pro- 
duce a change. The attitude of the staff was to 
be firm, but not interfere except when necessary 
to maintain order. Eventually, as he changed, 
this patient became the leader of the group and 
was accepted by all the patients. He related 
well in formal group psychotherapy sessions; his 
changed behavior paralleled the development of 
a better relationship with his individual thera- 
pist, which led to his working through previous- 
ly unexpressed material. 

Here was an aggressive, compulsive man of 
retirement age who was finding it difficult to 
give up gracefully; who, on the unit, had a 
corrective living experience, gained some under- 
standing of his problem, and so was able to 
make a satisfactory readjustment to his changed 
life circumstances. This patient received treat- 
ment for thirteen weeks; follow-up study re- 
vealed that he was continuing to adjust very 
well, although in a mildly compulsive way. 
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Phenaglycodol for geriatric agitation 





EDWARD SETTEL, M.D. 


BROOKLYN, NEW YORK 


@ The advent of the tranquilizing drugs 
in the past three years has provided valu- 
able implementation to standard psycho- 
therapeutic technics. These new drugs 
have stimulated great discussion in medi- 
cal and psychosocial circles, and have 
already assumed a prominent role in the 
treatment of mental illness and milder 
psychoneurotic disturbances. Clinicians 
are becoming aware of more selective 
uses for each of these ataractic drugs, 
and the search continues for safer com- 
pounds with more precise ranges of 
activity. 

This paper describes initial experi- 
ences with phenaglycodol (a synthetic 
compound of the butanediol family) in 
a group of 67 aged patients with the 
common symptom complex of agitation, 
anxiety, tensions, and psychomotor hy- 
peractivity. Twenty-three of the 67 were 
severely agitated senile patients, under 
close supervision at a modern nursing 
home and rehabilitation center. Their 
behavior was sufficiently. abnormal to 
preclude adequate functioning in the 
home environment. The remaining 44 
patients under observation were drawn 
from an ambulatory geriatric practice 
and represented the typical anxiety-ten- 
sion syndrome of the aged. 


Pharmacology 
Extensive acute and long-term toxicity 
studies with phenaglycodol on laboratory 
animals have indicated a wide margin of 
safety, with no evidence of pathologic 
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Phenaglycodol is a safe and effective 
tranquilizing agent in the treatment 
of mild to moderately severe levels of 
senile agitation. In 67 aged patients, 
82 -per cent of moderately agitated 
patients were measurably helped, 
while 61 per cent of the severely agi- 
tated reacted favorably. There was no 
impairment in alertness, mental acu- 
ity, nor evidence of side reactions. 


changes in the hematopoietic, renal, or 
hepatic systems. The mode of action of 
phenaglycodol is similar to that of other 
interneuronal blocking agents, such as 
mephenesin. At the spinal and supra- 
spinal levels, it exhibits selective de- 
pressant activity on polysynaptic path- 
ways and thereby exerts some degree of 
muscle-relaxing effect. 

Through the use of standardized ob- 
jective achievement tests for alertness, 
perception, and dexterity, Reitan found 
no detectable interference with normal 
brain functioning during administration 
of phenaglycodol.? The equanimity pro- 
duced by phenaglycodol in no way inter- 
fered with these measurable factors. 


Patients in Study Groups 
The 67 geriatric patients designated for 
this clinical study ranged in age from 
60 to 94 years, and consisted of 38 fe- 
males and 29 males. Of this group, 
23 were institutionalized patients, repre- 
senting extreme levels of senile agitation. 
They were maintained under careful 
surveillance by a trained nursing staff. 
Ten of the 23 were diagnosed as having 
senile psychosis with agitation; they 
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presented unequivocal signs of hyperac- 
tivity, confabulation, assaultiveness, dis- 
orientation for time and place, with fre- 
quent delusional and obsessive episodes. 
The remaining 13 patients were classi- 
fied as having cases of simple senility 
with agitation as the outstanding 
symptom. Their predominant behavior 
pattern consisted of severe anxiety, rest- 
lessness, hostility, and inability to per- 
form simple acts of everyday living. 
Their gross activity pattern consisted 
mainly of aimless wandering; purpose- 
less grimacing and motioning with arms 
and hands; suspicion of attendants; fear 
of loud noises; petty thievery; and gen- 
eral disregard for ordinary measures of 
personal hygiene. 

The 44 ambulatory patients were a 
cross section of average geriatric psycho- 
neurotics, with a predominant anxiety- 
tension syndrome overlying a basic or- 
ganic complaint. Ten patients were dia- 
betic, with moderately advanced cardio- 
vascular had longstanding, 
disabling osteoarthritis; 8 had had at 
least one episode of coronary occlusion; 
9 had proved cases of carcinoma; and 11 
suffered from a melange of gastrointesti- 
nal complaints, including gallbladder 
dysfunction, peptic ulcer, spastic colitis, 
chronic constipation, pylorospasm, hiatus 
hernia, and hepatic cirrhosis. All of this 
latter group were abnormally obsessed 
with their “stomach” ailments, and lived 
in constant fear of cancer, bowel obstruc- 
tion, or surgery. 

The fixation of 25 in the 
ambulatory group resulted inevitably in 
the development of a strong anxiety- 
tension syndrome, characterized largely 
by fears, insomnia, anorexia nervosa, in- 
ability to concentrate, irritability, and 
impaired interpersonal relationships on 
every front. Ten of the ambulatory 
group were regarded: as having agitation- 
depression states of the aged, and 9 pre- 
sented the picture of agitation associated 
with terminal carcinoma. 


disease; 6 


somatic 
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Method of Study 


The difficulty of assaying qualitative and 
quantitative changes in human emotion 
is never more clearly accented than in 
the field of geriatric behavior disturb- 
ances. The countless factors in the milieu 
which affect emotion and activity from 
hour to hour as well as from day to day 
are part of a complex substratum upon 
which each individual patterns his own 
reactivity. ‘To reduce observation of this 
nature to mathematical formulas is at 
present beyond the scope of psycho- 
metric capabilities. 

Agitated senile patients do not lend 
themselves to formalized personality 
rating tests. ‘To obviate this, a practical 
personality profile scale was drawn to 
permit some measure of evaluating gross 
changes in behavior, either on the posi- 
tive or on the negative side, according to 
simplified empirical criteria. 

Although far from complete or exhaus- 
tive, the 7 factors observed did furnish 
a rough yardstick of progress and re- 
sponse. The scale also provided a com- 
mon denominator for standardizing and 
simplifying behavior reports from the 
large number of nurses and family mem- 
bers who assisted in making observations. 

Specifically these items were: (1) emo- 
tional traits, (2) personal hygiene, (3) 
eating habits, (4) sleeping pattern, (5) 
interpersonal relations, (6) occupations, 
and (7) recreations. When the nursing 
home patient had improved sufficiently, 
provision was made for occupational and 
recreational therapy as part of an over- 
all rehabilitative program. The intent 
was to eventually reestablish the patient 
on a socially functioning basis for return 
to the family at home. 

Medical and neurologic examinations 
were performed at ten-day intervals with 
a careful eye toward extrapyramidal ef- 
fects, undue drowsiness, depression, hy- 
potension, cardiac disturbances, and any 
early signs of hepatic, renal, or gastro- 











intestinal dysfunction. Repeated blood 
chemistries, urinalyses, and blood counts 
were made to pick up possible early signs 
of toxicity. Conversations were also held 
regularly on selected key topics to deter- 
mine thinking context and mood changes. 


Posology 
A preestablished dosage schedule of 300 
mg. of phenaglycodol was administered 
three or four times daily. Placebos were 
introduced during the course of therapy 
by the single blind technic to 20 ambu- 
latory patients. In 10 nursing-home resi- 
dents, 400-mg. capsules of meprobamate, 
similar in size and coloring to phenagly- 
codol, were substituted without the pa- 
tient or nursing staff being aware of the 
change. Meprobamate was administered 
to a total of 30 controls for ten weeks; 
then the original phenaglycodol capsules 
were resubstituted without the patients’ 
knowledge. 

In the more severely agitated senile 
psychotic who failed to respond to the 
300-mg. capsule of phenaglycodol a dou- 
ble dose of 600 mg. was given in an 
attempt to achieve more effective tran- 
quilization. This higher dose was main- 
tained for at least a week, then discon- 
tinued if no improvement was shown. 

The duration of treatment with phe- 
naglycodol ranged from two to six 
months, with an average of four months 
per patient. 


Results 
At two-week intervals, supervising nurs- 
ing personnel (or responsible members 
of the family in the case of ambulatory 
patients) were asked to submit a report 
on the 7 categories of behavior. Improve- 
ment in 5 or more of the 7 categories was 
arbitrarily established to indicate an ex- 
cellent result; 3 or 4 phases of improve- 
ment were considered good; less than 3 
were labeled poor. 

In order to delineate more clearly the 
broad area of emotional traits, the ob- 





server was briefed to take special note 
of the following: anxiety, anger, restless- 
ness, assaultiveness, thievery, dishonesty, 
envy, tension, and depression. 

In cases where the response was con- 
sidered excellent, anxiety and tension 
were rapidly allayed. Well within a week 
of initiating therapy, the patient respond- 
ed more readily to the environment, be- 
gan to join in group activities, and ate 
and slept better. Hostility, aggressiveness, 
and fear all diminished greatly, often to 
the vanishing point. Personal hygiene 
improved. There was no diminution in 
alertness or mental acuity if present 
before. 

Results were not quite as complete in 
the group categorized as good, but were 
sufficiently pronounced to be detected 
readily in most of the aspects of person- 
ality under consideration. There was 
little or no response in those classified 
as poor. Phenaglycodol yielded the most 
effective results in the ambulatory group 
of agitated patients, where 36 of the 44 
(82 per cent) were reported to have 
showed excellent or good improvement. 
Of these 36, improvement of 20 patients 
(45.4 per cent of the total) was considered 
excellent; and of 16 (36.3 per cent of the 
total) good. Eight individuals, or 18 per 
cent, did not respond to any measurable 
degree. Effectiveness usually was mani- 
fest in three or four days and reached the 
optimum level within a week. 

Among the institutionalized cases, the 
response to phenaglycodol was not quite 
so spectacular. Of the 10 senile psy- 
chotics, none was regarded as excellent; 
only, 5 gave evidence of a good response; 
and in the remaining 5 there was no 
effect whatever. Among cases diagnosed 
as simple senility with agitation, the re- 
sults were excellent in 3, good in 6, and 
poor in 4. The breakdown in the nursing 
home group is shown in the table. 

Favorable tranquilization (good to ex- 
cellent) was achieved in 82 per cent of 
the milder states of agitation, as against 
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BREAKDOWN OF NURSING HOME 





Excellent 


Senile psychosis 0 


Simple senility 3 
3 (138%) 


GROUP 
Good Poor Total 
5 5 10 
6 1 13 
11 (48%) 9 (89%) 93 (100%) 





61 per cent of the more disturbed nurs- 
ing-home group. The optimum response 
occurred in 45 per cent of the ambula- 
tory group, as compared with only 13 
per cent of the in-patient group. 

When the placebo was substituted in 
20 ambulatory patients who had been 
reacting favorably, a remission in 
symptomatology occurred within twenty- 
four to forty-eight hours in 18 of 20. 
Restlessness, agitation, and anxiety re- 
turned in varying degrees and reached 
pretreatment levels within a week. Upon 
resumption of the phenaglycodol cap- 
sules, there was full restoration of con- 
trol within three to four days. 

Ten in-patients who were responding 
favorably to phenaglycodol were switched 
to 400-mg. capsules of meprobamate; 
later 20 ambulatory patients were also 
included. There was no appreciable 
change in their reaction or behavior. 
Five of the 30 were observed to be 
somewhat sleepier during their waking 
hours, and 1 developed a mild dermatitis 
which disappeared when phenaglycodol 
was reinstituted with an antihistaminic 
preparation. 

There was a measurable diminution 
of blood pressure readings (from 10 to 
30 mm. Hg) in those with hypertension; 
the normotensives did not manifest any 
alterations in blood pressure readings. 

There was tapering-off of effect with 
prolonged use of phenaglycodol. 


Side Effects 
During the entire investigation, not a 
single instance of blood dyscrasia, cardio- 
vascular, renal, or hepatic derangement 
was noted. 
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One 84-year-old female in-patient clas- 
sified as having senile agitation-depres- 
sion appeared to become slightly more 
depressed during the administration of 
phenaglycodol, while 2 ambulatory in- 
dividuals with anxiety-tension com- 
plained of a dreamy, light-headed sensa- 
tion. These side effects were never of 
sufficient intensity to require withdrawal 
of the medication. 

No rash or icterus appeared in any of 
the 67 patients observed. No toxicity 
appeared in the few cases in which the 
double dose of 600 mg. three times daily 
was given because of failure to respond to 
the standard 300-mg. dose. Doubling the 
dosage did not appear to enhance reac- 
tion in the 5 senile psychotics whose 
response was inadequate to the 300-mg. 
dose. 

Five of the 6 patients with osteoarth- 
ritis were noted to have increased mobil- 
ity of the affected limbs while under 
treatment. It was felt that the muscle- 
relaxing properties of phenaglycodol 
were largely responsible for this effect. 

On discontinuing the drug, no with- 
drawal symptoms such as nausea, vomit- 
ing, or muscular irritability were noted 
in any case. 

Discussion 
The rising geriatric population of this 
country, plus the cultural stresses of our 
times, have caused a proportionate in- 
crease in disturbances in behavior and 
emotion, most significant of which is the 
symptom complex of senile agitation. 
In its more severe form this personality 
disorder often requires institutionaliza- 
tion in some type of custodial facility. 
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These in-patient nursing homes, both 
public and private, are now largely over- 
crowded and understaffed. ‘The moder- 
ately severe and mild cases are frequently 
seen in physicians’ offices, with myriads 
of complaints based on some somatic 
disability with a large psychoneurotic 
overlay. These patients are pathetic bur- 
dens to their families and taxing prob- 
lems to their doctors. 

Reduction of tensions and anxieties 
to the point where the aged individual 
becomes more placid in his environment 
represents a great stride in psychothera- 
peutics. The organic disorder yields more 
readily to proper medical correction; the 
geriatric patient achieves greater dignity 
and substance, both in the family circle 
and in the community. 


Conclusions 


The increasing medical attention be- 
ing given to the field of psychopharma- 
cology has pointed up the need for non- 
toxic ataractic drugs with well-defined 
indications. Phenaglycodol was assayed 
clinically in the symptom complex of 
geriatric agitation-tension states with this 
view in mind. 

1. Phenaglycodol was administered to 
67 patients ranging in age from 60 to 
94 years. Twenty-three were severely agi- 
tated and in the custodial care of a mod- 








ern nursing home. The remaining 44 
were ambulatory patients with moderate 
to mild anxiety-tension states. 

2. Eighty-two per cent of the ambula- 
tory group responded on a good to ex- 
cellent level. In contrast, among the more 
severely disturbed in-patients, only 61 
per cent reacted favorably. The extreme 
cases of senile psychotic agitation were 
least benefited by the drug. 

3. Phenaglycodol is remarkably free 
from side effects. Repeated urinalyses, 
hemograms, renal and hepatic chemis- 
tries did not reveal a single instance of 
dysfunction after four to six months of 
continuous treatment. Two mild in- 
stances of drowsiness and one case of 
depression were the only untoward reac- 
tions. Drowsiness was not severe enough 
to preclude continuance of the drug. 

4. There was no impairment in alert- 
ness or mental acuity in those effectively 
tranquilized by phenaglycodol. 

5. Phenaglycodol is a safe and effective 
ataractic agent, best suited for treatment 
of the mild to moderately severe levels 
of senile agitation. 

Phenaglycodol (Ultran) was provided by the Eli 
Lilly Co., Inc. 
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A COMPLETE RE-EVALUATION of current thinking regarding mental ill- 
ness in later life is needed. The results of studies indicate there is a 
higher incidence of functional psychoses than has been thought in 
the past, and, in some cases, a diagnosis of psychosis caused by senile or 
arteriosclerotic changes would be better diagnosed as a functional 
illness. An analysis of social factors shows that aging socially may be 
as important as physical aging in precipitating such illnesses. 

It can be demonstrated hypothetically that a personality structure 
which has been an asset in earlier life may be the cause of difficulty 
in later life, and that the opposite is also true. 


W. S. WILLIAMS and E. G. JAco: An evaluation of functional psychoses in old age. 
Paper read at the one hundred and thirteenth annual meeting of the American 
Psychiatric Association, May 1957. 
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Some fundamentals of geriatric practice 


EDWIN T. ARNOLD, JR., M.D. 


HOGANSVILLE, GEORGIA 


@ In this paper, I should like to discuss 
some fundamentals of management of 
the older patients from the standpoint 
of the general practitioner. Let us con- 
sider some problems which are more or 
less peculiar to this group. 


Maintenance of Self-Respect 
So many old people feel they are useless 
or in the way, or they believe that other 
people hold this opinion about them. 
Often, an older person will say, “I am no 
good to myself or anybody; I am just 
in the way.” But, underneath there is an 
inarticulate pathos which says: “Tell me 
what I say is not so; please reassure me.” 

It is our job to reassure these elderly 
patients. We can cite their own accom- 
plishments which are still bearing fruit, 
perhaps in their children, or in the many 
persons whom they have benefited. ‘Thus, 
we help to nurture in these old patients 
a sense of accomplishment and worthi- 
ness. Elderly people do not expect mir- 
acles from their physicians, but they do 
expect interest, encouragement, hope, 
and respect. 

An experience which I had several 
years ago made me aware of how sensi- 
tive and how easily hurt an elderly per- 
son can be. Our local newspaper had a 
sort of semi-gossip column which 
“quoted” remarks of townspeople on 
various subjects. The only time I was 
quoted was when, unfortunately, I said 
there was no use to take much time with 


EDWIN ARNOLD is on the staff of the City-County 
Hospital in LaGrange, Georgia, and is in general 
practice in Hogansville. 
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Definitive treatment, when possible, 
and careful symptomatic and sup- 
portive treatment are always advo- 
cated for the geriatric patient. Of 
prime importance is the maintenance 
of a feeling of worthiness in these 
patients. 


old people, because one could do so little 
for them anyway. Some of my elderly 
patients, of whom I was really quite 
fond, were hurt deeply and I had a diff- 
cult time explaining that this alleged 
quotation was the result of ill-chosen 
newspaper flippancy. When any patient 
feels the doctor is really interested in 
him, the game is more than half won. 
This is true particularly in the elderly. 


Avoidance of Overtreatment 


We must remember that the old person 
gets that way because he is fortunate 
enough to have been constructed of good 
materials, and inherited a good circula- 
tory system. 

In general, we should avoid overtreat- 
ment. The usual complaints of the elder- 
ly patients are chronic in nature, and we 
do not have to embark hastily upon some 
supposedly specific treatment for such 


‘conditions. Of course, there are acute 


situations which call for more specific 
therapy. 

I think it is good psychology and good 
medicine to offer as much encourage- 
ment to these people as we possibly can, 
by emphasizing their good qualities when 
we examine them. If an elderly patient 
has arthritis but a normal blood pres- 
sure, it is wise to focus attention on his 
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normal pressure and offer such existing 
measures and hope as we can to control 
his arthritis. Certainly, we cannot prom- 
ise to cure it. Many new remedies are 
appearing which may afford some relief, 
so we should emphasize these remedies, 
and bring him new hope. Aspirin, 10 
to 15 gr., three or four times a day, is 
still the standby treatment for arthritis, 
but the various cortisone preparations 
should be used to tide over acute exacer- 
bations. 

There is no need to subject an elderly 
person, with longstanding and relatively 
asymptomatic hypertension, to any rigid 
therapy. Bringing his attention to his 
increased pressure will do no good and 
may do some harm. If the pressure drops 
too low, undesirable vascular sequelae 
may occur. Mild sedative drugs, such as 
Rauwolfia or the barbiturates, are all that 
are needed, along with a_ reasonable 
schedule of activities compatible with 
the patient’s age and desires. 

I do not believe in too much dietary 
restriction, unless there are very specific 
reasons for this procedure, and unless 
the advantages definitely outweigh the 
psychologic irritations caused by the im- 
posed diet. Mental satisfaction is much 
more efficacious than many of our en- 
thusiastic treatments with diets, tonics, 
and salt restriction. Most old people 
would rather live one more year happily 
than two more years acquiescing to the 
tyranny of dogmatic therapy, however 
scientific it may be. 

Restriction of physical activity is a sore 
point with many old people, especially 
with those who have always been active. 
The children will say in the presence 
of the patient: “Doctor, make Mother 
stop working in the flower garden; it is 
going to kill her.” Mother is obviously 
distressed by such a remark and notice- 
ably displeased. She says she has always 
enjoyed working with flowers, and that 
she feels better when she does so. I al- 
ways say “Go right ahead with your 





work,” unless there is some definite con- 
traindication. Inactivity causes deteriora- 
tion much quicker than continuing on 
as active a schedule as is possible. 

There are times when the physician 
must assume something of a_ paternal 
attitude in the exercise of disciplinary 
measures for the geriatric patient. This 
usually occurs when the patient demands 
unneeded medication, or is prone to self- 
administration of home remedies. 

Bowel function is of almost universal 
concern to the aged patient, as well as 
to many who are not old. Many of these 
patients, especially women, have taken 
laxatives for years and will continue to 
do so. Each case must be handled in- 
dividually. 

Old people who are sick do not want 
to eat very much, and the best we can 
do for these people is to see that their 
food is prepared in the most appetizing 
manner possible. Encourage them to eat 
small amounts often, but do not worry 
them to death trying to make them eat. 
If they have no appetite, or become 
nauseated upon eating, then there is no 
point in trying to force food on them. 
A congenial atmosphere may help con- 
siderably. 

There are many geriatric supplements 
which can be given in doses of 1 to 3 
capsules a day. A few tablespoons of pro- 
tein foods, which supply much strength, 
may be given daily. Sometimes, crude 
liver injections, or various iron and vita- 
min preparations, may be tried for a 
while to see if they bring about the 
general improvement of the patient. One 
can soon determine whether these sup- 
plements are going to help. I do not 
believe there is much indication for use 
of single vitamins. If one is deficient, 
the others are probably deficient also. 

The human body does not require as 
much food as we are often led to be- 
lieve. In this country, more people over- 
eat or are overfed rather than the reverse. 
An elderly person can do well for a long 
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time with one liter of intravenous fluids 
daily. 

Care of the Terminal Patient 
The problem of how much treatment to 
give any patient, when the end is in- 
evitable and near, is one which is ever 
with us. We do not desire to punish the 
patient with a lot of unnecessary “shots” 
and procedures which common sense 
tells us will do no good. On the other 
hand, we do not wish to neglect any 
detail which may contribute to the com- 
fort of the patient. 

All treatment must be individualized, 
and many times the patient himself can 
be of considerable help. As an illustra- 
tion, I recall Mrs. D., an old lady in the 
terminal stage of cancer. She knew the 
end was near, although we had not dis- 
cussed it in so many words. She did not 
like to take even one liter of fluid intra- 
venously daily for this was most uncom- 
fortable for her. I just asked her one 
day: “Mrs. D., do you want to stop this 
fluid?’’ She nodded her assent. I replied, 
“We will leave it off then,” and nothing 
else was said. 

Let us keep these people as comfort- 
able as we possibly can, and if they say 
they don’t want to get into the habit of 
taking something, we may assure them 
that they will not acquire any harmful 
habit. 

Unfortunately, in this world of ours, 
many old people have to do work which, 
technically, they are not capable of per- 
forming. But, they have to do it as long 
as it is humanly possible, because, un- 
happily, they just must earn a living. 
There is no need to make their lot harder 
by explaining to them scientifically that 
their hearts will not stand the strain of 
such work, and that it is bad for the 
blood pressure. The sensible thing is to 
do what we can, limited though it may 
be, from a scientific standpoint. Stress 
the application of the art of medicine by 
giving these people all the mental and 
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emotional comfort which is possible. 
They are aware of their condition, and 
they appreciate that their physician and 
others are not making an issue over what 
cannot be remedied in any case. 
Usually, elderly people do not want 
to go to a hospital. J think it is good 
medicine and plain good sense not to 
insist upon hospitalizing these patients 
except for definite indications, such as a 
surgical emergency or a medical situa- 
tion calling for oxygen or blood, or for 
necessary diagnostic procedures. Promise 
them they may return home as soon as 
possible. When it is necessary for the 
elderly patient to be hospitalized, it 
should be for as short a time as is prac- 
tical. Many people are so situated that 
they can be treated in an oxygen tent 
at home, which they usually prefer. 
Many old people, with perfectly sound 
minds, tell me, in all seriousness, when 
they feel that the end is not too distant, 
that they want to spend the rest of their 
days at home. As they say, “I want to die 
at home.” I think this is a perfectly rea- 
sonable request, and, unless something 
constructive can be gained through hos- 
pitalization, I accede to their wishes. 


Management of Common 

Geriatric Conditions 
A common complaint of the elderly pa- 
tient is dizziness, which is usually ex- 
perienced on a rapid change of position, 
such as from sitting to standing and 
which is caused by cerebral anoxia, 
brought about by arteriosclerosis. The 
physician should explain something 
about this disease to the patient, and 
then reassure him and encourage him 
to take things a little slower and easier. 

Sometimes, such attacks of dizziness 
are severe and may last several days. 
These are most likely caused by one or 
two things: (1) “little strokes” in the 
brain tissue, or (2) labyrinthitis, which 
may well be within the category of “the 
little strokes.” 
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When the attacks are severe, the treat- 
ment is rest, mild sedation, Bonamine, 
and some salt restriction, as tolerated. 
This is all we can do until nature ac- 
complishes her own restorative measures. 
Frequently, such improvement by natu- 
ral processes far exceeds anything we may 
expect, and certainly far more than we 
can produce through our therapeutic 
modalities. 

Cardiac decompensation is treated 
with digitalis. My preference is 0.2 mg. 
of Crystodigin two or three times daily 
for two days, followed by 0.1 to 0.2 mg. 
each day thereafter, skipping every 
fourth day. It does not require as much 
digitalis to contro] the average case of 
decompensation as one may think. 

Intramuscular administration of 1 cc. 
of Mercuhydrin two or three times a 
week is excellent in conjunction with the 
digitalis preparations. This may be true, 
even when there is no pitting edema. 
Such treatment helps to remove the ac- 
cumulation of fluid in the pulmonary 
tissues which may appear to be minimal. 

For cardiac irregularities, 3 gr. of 
quinidine four times a day is usually 
successful, but some of these irregularities 
are permanent. If there is no evidence of 
associated disability, I do not worry 
about these irregularities. Reassure the 
patient, and, perhaps, give a small dose 
of sedative. 

Coping with the many manifestations 
of senility may require all the ingenuity 
the physician possesses. It is essentially 
a matter of doing the best one can to 
pacify the patient from day to day. Help 
the family to understand that irreversible 
brain damage has occurred, so that they 
will learn to be more philosophic when 
dealing with unreasonable demands. 

Urinary tract infections are very com- 
mon in the geriatric patient. In men, 
they can be the result of prostatic dis- 
ease, and in women, they can be caused 
by a cystocele. If surgery is feasible, it 





should be performed as early as possible. 

Gantrisin is effective in most urinary 
tract infections, and Pyridium and 
Urised are helpful and soothing in many 
cases. Penicillin or penicillin streptomy- 
cin mixtures are often quite effective. 
When adequate drainage of the urinary 
tract can be accomplished, it is of the 
greatest importance, for no drugs will 
be curative without it. 

Bronchiectasis and emphysema, with 
chronic cough, are not uncommon in the 
elderly patient. Most of the time, the 
process is irreversible, and only sympto- 
matic treatment can be employed along 
with the best general care one can give 
in the way of diet, rest, and tonics. 

These people do not eat well because 
they are not hungry, and they may even 
be nauseated. They are in need of extra 
vitamins, minerals, and iron. Mediatric 
capsules, one a day, seem to give definite 
help to debilitated patients. No doubt, 
many other preparations are just as good. 

Postural drainage can be taught to 
the patient and is helpful in many cases. 
Expectorants, such as ammonium chlo- 
ride, 10 to 15 gr. three times a day, also 
help in many cases, if they are tolerated. 
Penicillin, given in 600,000 units per 
day, or penicillin with streptomycin each 
day for several days often benefits those 
patients with a superimposed infection. 

When there is cardiac failure, it is 
important to detect it early, and employ 
one of the digitalis preparations with one 
of the injectible mercurials once or twice 
a week. 

Patience, kindness, holding forth for 
all reasonable hope, providing day-to- 
day satisfaction and comfort in general, 
along with administration of an opti- 
mum of medicinals when specifically re- 
quired, are included in our obligation 
to all elderly patients. They have the 
right to expect all this of us. “Old men 
shall dream dreams.” Let’s make their 
dreams as sweet and mellow as possible. 
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in persons over 70 


The electrocardiogram 


C. FISCH, M.D., P. D. GENOVESE, M.D., 
R. W. DYKE, M.D., W. LARAMORE, M.D., 
and R. J. MARVEL, M.D. 


INDIANAPOLIS 


@ Several studies of the electrocardio- 
gram in the aged have been reported. 
Nearly all of these studies were confined 
to the bipolar limb leads, although leads 
CF4 or IVF were included occasionally. 
The number of abnormal electrocardio- 
grams varied from no abnormal tracings 
to as high as 98.0 per cent. 

The discrepancy in the number of ab- 
normal electrocardiograms reported by 
the various authors, the lack of correla- 
tion between electrocardiographic and 
clinical findings, and the paucity of large 
series utilizing at least 12 electrocardio- 
graphic leads prompted us to undertake 
this study. 


Plan of Study 


Our study material consisted of a group 
of 500 persons, ranging from 70 to 99 
years in age, who were residents of vari- 
ous nursing homes and a hospital for 
mentally ill. Patients with known heart 
disease were excluded from this study. 
A detailed history was obtained from 
those who were mentally competent. 
Each patient had a physical examina- 


CHARLES FISCH, PASQUALE GENOVESE, RICHARD W. 
DYKE, WARD LARAMORE, and ROBERT J. MARVEL all 
teach on the faculty of the Department of Medi- 
cine, Indiana University School of Medicine, and 
all serve on the visiting staff of Indianapolis 
General Hospital, where Dr. Fisch also serves as 
director of the Robert M. Moore Heart Clinic. 
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Electrocardiograms of 500 ambulatory 
patients 70 years or older were cor- 
related with clinical findings. Abnor- 
mal tracings were twice as common 
in the patients with heart disease as 
in the group without heart disease. 
However, only 38.7 per cent of ab- 
normal tracings were accompanied 
by detectable heart disease. 


tion by one or more physicians. Blood 
pressure was recorded in a single reading. 
A 12-lead cardiogram was made of all 
patients, using a direct writing electro- 
cardiograph. A six-foot chest roentgeno- 
gram was made of 250 patients for the 
purpose of evaluating heart size. ‘The 
electrocardiogram was considered to be 
normal when it satisified the limits set 
by the Criteria Committee of the New 
York Heart Association.? Although no 
satisfactory criteria are available to sepa- 
rate the normotensive from the hyper- 
tensive in the age group under considera- 
tion, in our study we chose an arbitrary 
reading of 140/90 as the dividing line. 
All comparisons of blood pressure are 
between groups whose blood pressures 
were below and above 140/90. Systolic 
murmurs not accompanied by other ab- 
normal cardiac findings were treated sep- 
arately because of their questionable 
clinical significance. 











Results 

The available clinical data was analyzed 
and the various electrocardiographic ab- 
normalities tabulated. The findings were 
then reviewed to determine the correla- 
tion of the electrocardiogram with age, 
blood pressure, and clinical status of the 
patients. 


CLINICAL FINDINGS IN 
500 PERSONS 


Of the 500 persons studied, 179 had nor- 
mal cardiovascular findings,:168 had a 
blood pressure over 140/90 without evi- 
dence of heart disease, 50 had systolic 
murmurs alone, and 103 had clinical 
evidence of heart disease. Of the latter, 
63 had cardiomegaly; 12, congestive 
heart failure; 8, auricular fibrillation 
alone; 8, aortic stenosis; 7, aortic insufh- 
ciency; 2, mitral stenosis; 2, gallop 
rhythm; and 1, complete heart block. 


ELECTROCARDIOGRAPHICG FINDINGS 
IN 500 PERSONS 


Of the 500 electrocardiograms, 216 or 
13.2 per cent were normal, and in an 
additional 80, or 16 per cent, the only 
abnormality was an occasional prema- 
ture systole. The “major” abnormalities 
in the remaining 204 were as follows: 
nonspecific S-T-T wave changes, 87 cases; 
right bundle-branch block, 31 cases; pro- 
longed P-R interval, 21 cases; auricular 
fibrillation, 19 cases; left bundle-branch 
block, 15 cases; prolonged intraventricu- 
lar conduction, 12 cases; changes diag- 
nostic of old myocardial infarction, 12 
cases; auricular tachycardia, 3 cases; 
nodal rhythm, 2 cases; AV dissociation, 
| case; and wandering pacemaker, | case. 


If an electrocardiogram showed more 
than one abnormality, an arbitrary de- 
cision was made as to which one was 
more significant, and the tracing was 
classified accordingly. However, a de- 
tailed analysis of the various changes 
noted is presented in table 1. 





TABLE 1 


ABNORMALITIES OF INITIATION AND 
CONDUCTION OF IMPULSE 





Abnormality 


Number of patients 


Sinus arrhythmia 2 
Sinus arrest with nodal escape, A.P.S.? 1 
A.PS. 33 
A.P.S., nodal escape 1 
Ventricular pacemaker with A.P.S. ] 
A.P.S., repetitive auricular tachycardia 1 
Auricular tachycardia 1 
Auricular fibrillation 9 
Auricular fibrillation with V.P.S2 7 
Auricular fibrillation with parasystole 1 
Nodal rhythm 2 


Nodal premature with repetitive 


nodal tachycardia 1 
V.PS. 35 
V.P.S. multifocal 1 
A.P.S. and V.P.S. 7 
Nodal and A.P.S. 2 
Nodal and V.P.S. 1 
A-V dissociation with V.P.S. 1 
Wandering pacemaker = 
Disturbance of conduction 
Prolonged P-R interval 11 
Intraventricular conduction defect 10 
R.B.B.B., complete* 21 
R.B.B.B., incomplete 1 
L.B.B.B.4 12 
Second degree A-V block 1 


Combined disturbance of initiation 
and conduction 


Prolonged P-R with V.P.S. = 
Prolonged P-R, V.P.S., sinus arrhythmia 1 
Prolonged P-R and A.P.S. 4 
Prolonged P-R with A.P.S. and V.P.S. rs 
Prolonged P-R with R.B.B.B. ] 
Prolonged P-R with L.B.B.B. 2 
First and second degree A-V block 

with wandering pacemaker ] 
Auricular fibrillation with R.B.B.B. 1 


Auricular fibrillation with complete 
A-V block ] 
Auricular fibrillation idioventricular 


rhythm and incomplete R.B.B.B. | 
A-V dissociation with R.B.B.B., A.P.S. l 
R.B.B.B. with V.P.S. H 
R.B.B.B., auricular premature contraction 1 
R.B.B.B. with A.P.S. and V.P.S. 2 
L.B.B.B. with A.P.S. 1 
L.B.B.B. with V.P.S. 1 
Intraventricular block with V.P.S. 1 





'V.P.S.—ventricular premature systoles 
2A.P.S.—auricular premature systoles 
3R.B.B.B.—right bundle-branch block 
‘L.B.B.B.—left bundle-branch block 
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DISTRIBUTION OF 


TABLE 2 


ABNORMAL ELECTROCARDIOGRAMS ACCORDING TO AGE OF PATIENTS 





Total 70 to 75 76 to 80 81 to 85 86 to 90 91 to 95 96+ 
Number of 
patients 500 232 124 86 45 8 2 
Number with 
abnormal 204 81 50 40 26 6 1 
electrocardiograms (40.8%) (34.8%) (40.3%) (46.7%) (57.7%) (75.0%) 





CORRELATION OF 

ELECTROCARDIOGRAM WITH AGE 

The increase in age was paralleled by a 
statistically significant increase in the in- 
cidence of abnormal electrocardiograms, 
as shown in table 2. 


BLOOD PRESSURE AND ELECTROCARDIOGRAM 


There was no significant difference in 
the number of normal and abnormal 
electrocardiograms in the group with a 
blood pressure over 140/90 and _ those 
with levels below 140/90. This incidence 
was not altered by the rise in diastolic 
pressure. 


Of the 254 with blood pressure less 
than 140/90, 111, or 43.7 per cent, had a 
normal electrocardiogram; 42, or 16.5 
per cent, had occasional premature sys- 
tole; and 101, or 39.8 per cent, had ab- 
normal pattern. There were 197 patients 
with diastolic pressure between 90 and 
110 mm. Hg. Of these, 80, or 50.6 per 
cent, had a normal electrocardiogram; 
38, or 19.3 per cent, had occasional pre- 
mature systole; and 79, or 40.1 per cent, 
had abnormal electrocardiograms. ‘There 
were 49 individuals with a diastolic blood 
pressure of 110 or more. Of this group, 
25 had a normal electrocardiogram. 


TABLE 3 


CORRELATION OF ELECTROCARDIOGRAP 


HIC FINDINGS WITH CLINICAL FINDING 





Blood pressure 


ECG findings Normal 
Normal 92 
Premature systoles 29 
Auricular fibrillation 0 
R.B.B.B.* 1] 
L.B.B.B.* 2 
Prolonged IV conduction 5 
Nonspecific ST-T changes 19 
Auricular tachycardia ] 
Infarction 4 
Prolonged PR interval 9 
AV Dissociation 1 


Wandering pacemaker 


Nodal rhythm 


Clinical findings 


Systolic murmur 


over 140/90 Heart disease only 
86 30 8 
28 18 5 
8 16 0 
10 5 7 
7 3 
1 3 0 
30 35 3 
4 
2 6 0 
10 2 
] 
l 
9 





*See table 1. 
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CORRELATION OF CLINICAL AND 
ELECTROCARDIOGRAPHIC FINDINGS 

There were 347 patients without any 
clinical evidence of heart disease. In this 
group 228 (65.7%) had normal electro- 
cardiograms and 119 (34.3%) had abnor- 
mal tracings in respect to the QRS and 
ST-T segments, as shown in table 4. Of 
the 50 patients with systolic murmurs 
only, 29, or 58.0 per cent, had a normal 
electrocardiogram and 21, or 52.0 per 
cent, had abnormal tracings. In the re- 
maining 103 patients with definite clini- 
cal evidence of heart disease, 39, or 
37.8 per cent, had normal electrocardio- 
grams, and 64, or 62.2 per cent, had 
definite electrocardiographic abnor- 
malities. 


DISTURBANCE OF INITIATION AND 
CONDUCTION OF IMPULSE 


Premature Systoles. One hundred and 
eighteen, or 23.6 per cent, of the 500 
individuals studied exhibited premature 
systoles. Breakdown of 80 cases in which 
premature systoles were the only abnor- 
mality disclosed 33 cases of auricular 
premature systoles, 36 cases of ventricular 
premature systoles, 1 case of nodal pre- 
mature systoles, and 10 instances with 
both auricular and ventricular prema- 
ture systoles. Twenty-nine of the 80 pa 
tients had no clinical abnormality, 30 
had systolic blood pressure over 140/90 
Hg, 5 had findings consistent with aortic 
stenosis, 5 exhibited heart failure, 5 had 
systolic apical murmur, and 6 had car- 
diac enlargement which demon- 
strable only by roentgenogram. 
Auricular Fibrillation. Auricular fibril- 
lation was noted in 20 patients. It was 
associated with ventricular premature 
beats in 9 persons, and with complete 
A-V dissociation with block in 1 person. 
Of the 20 individuals with auricular 


was 


fibrillation, 1 had signs of aortic stenosis, 
6 had cardiac enlargement, and 12 had 
fibrillation as the only abnormal clinical 
finding. 








TABLE 4 


CORRELATION OF CLINICAL FINDINGS 
WITH ELECTROCARDIOGRAPHIC CHANGES 








Clinical Normal Abnormal 
findings ECG ECG 
Congestive failure 3 9 
Cardiomegaly 28 35 
Auricular fibrillation 2 8 
Gallop rhythm 2 
Aortic stenosis 2 6 
Aortic insufficiency 4 3 
Mitral stenosis 2 
Complete heart block 1 
Aortic systolic 8 10 
Aortic and apical systolic 2 
Apical systolic 19 1] 
Total 68 85 





Prolongation of P-R Interval. This ab- 
normality was present in 24 patients. 
The P-R interval varied from .22 to .28 
sec. In 11 of the 24 patients, a prolonged 
P-R interval was the only abnormality; 
in 9, it was associated with premature 
systoles; and, in 4, it was associated with 
other electrocardiographic abnormalities. 
Physical examination of the 11 patients 
with prolonged P-R interval as the only 
abnormality disclosed no unusual physi- 
cal findings. 

Right Bundle-Branch Block. Right 
bundle-branch block was encountered 33 
times. In 11 patients, no cardiac ab- 
normality was detectable; in 7, a systolic 
murmur was present; in 10, blood pres- 
sure was elevated over 140/90; and in 
5, there was definite evidence of heart 
disease. 

Left Bundle-Branch Block. Left 
bundle-branch block was encountered 15 
times. In 2 patients, no cardiac disease 
was demonstrable; in 3, a systolic mur- 
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mur was noted; in 3, a blood pressure 
elevated 140/90; and, in 7, 
definite heart disease was found. 


was over 
Intraventricular Conduction Defect. 
Electrocardiogram with prolonged, in- 
traventricular conduction, in which the 
pattern of neither right nor left bundle- 
branch block was recognizable, was en- 
countered 12 times. Definite heart dis- 
ease was present in 3 patients, and blood 
pressure was over 140/90 in another 4. 
The remaining patients did not exhibit 
any disease on physical examination and 
roentgenographic studies. 


NONSPECIFIC ST-T CHANGES 


Nonspecific ST-T changes were noted in 
87 patients. Some of these were prob- 
ably due to digitalis. Of this group, 19 
had no clinical abnormality, 30 had 
blood pressure over 140/90 mm. Hg, 35 
had clinical of heart disease, 
and 3 had systolic murmurs only. 


evidence 


MYOCARDIAL INFARCTION 
Electrocardiographic evidence of myo- 
cardial infarction was noted in 12 pa- 
tients. A reliable history of infarction 
was obtained from only 4 patients. 


Comment 


The over-all incidence of 40 to 50 per 
cent of abnormal electrocardiograms re- 
corded by different observers has led to 
divergence of opinions as to what should 
be considered the normal electrocardio- 
gram in the aged. We feel that the evi- 
dence at hand is too meager to justify 
a different standard of normalcy for elec- 
trocardiograms in the aged. There is al- 
ways the probability that the electro- 
cardiogram may indicate myocardial dis- 
ease which is not otherwise discernible. 
An important study supporting this 
probability was reported by Fox.’ This 
worker followed 100 patients with nor- 
mal electrocardiograms for seven years, 
and at the end of this period, he found 
that 46 had abnormal electrocardio- 
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grams. In the majority, this change oc- 


curred without any detectable clinical 
findings. However, it would be fairly 
safe to assume that certain anatomic 


changes did take place in the 46 patients 
in whom electrocardiographic abnor- 
malities developed. This is supported in 
part by the increasing incidence of elec- 
trocardiographic abnormalities with ad- 
vancing age which was observed in our 
study. 

It is interesting to note that the inci- 
dence of auricular fibrillation, a cardio- 
graphic pattern which is well defined, 
has been reported uniformly by various 
observers as being present in 3 to 4 per 
cent of patients studied. The difference 
in the incidence of other electrocardio- 
graphic changes may have been due to 
lack of uniform criteria. The latter, 
coupled with variation in selection of 
patients, may account for the discrepancy 
in incidence of various electrocardio- 
graphic changes in the different series. 

It is hoped that uniform interpreta- 
tion of the electrocardiogram and care- 
ful correlation with clinical findings will 
bring much needed order to future 
studies. 


From the Robert M. Moore Heart Clinic, In- 
dianapolis General Hospital; the Depariment of 
Medicine, Indiana University School of Medicine; 
and Central State Hospital, Indianapolis. 

This study was supported by the Hermann C. 
Krannert Fund of the Indiana Heart Foundation 
and the Indiana State Board of Health. 
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QUERIES AND THERAPEUTIC NOTES 





Congestive heart failure 


in the aged patient 


GEORGE R. HERRMANN, M.D., and 
MILTON R. HE} TMANCIK, M.D. 


GALVESTON 


Q, What are the facts about congestive 
heart failure in elderly people? 

A. Congestive heart failure is more fre- 
quent in the elderly, but it is funda- 
mentally the same disturbance regardless 
of age. Age is not the chief factor in the 
outlook, yet it may tend to decrease the 
response to therapy and add complica- 
tions that make the condition more re- 
fractory to treatment. 


Q, What different etiologic and compli- 
cating factors may come into play in the 
aged with congestive heart failure? 

A. More diffuse and widespread coro- 
nary artery disease, more frequent coro- 
nary occlusions, and consequently more 
extensive loss of functioning heart muscle 
may complicate heart failure in the aged 
and make the prognosis poor. There is 
often emphysema with consequent an- 
oxemia and increased burden on _ the 
right heart. Hyperthyroidism and rheu- 





GEORGE R. HERRMANN is professor of medicine and 
director of Cardiovascular Service and Research 
Laboratory at the University of Texas, Medical 
Branch, Galveston. MILTON R. HEJTMANCIK is as- 
sociate professor of medicine and director of the 
cardiac clinic of the Cardiovascular Service of 
the University of Texas Hospitals. 


matic and syphilitic scars of valvular dis- 
ease are poorly borne by heart muscle 
that is supplied by coronary arteries nar- 
rowed by atheromatous plaques. 


Q. Why is the aged patient more likely 
to become refractory to treatment? 

A, Primarily because the aged are more 
prone to electrolyte imbalances caused 
by kidney disease and blood serum pro- 
tein deficiencies incident to liver dis- 
turbances, either one of which may be 
remedied only by careful management. 


Q. What steps are to be taken when a 
patient with congestive heart failure does 
not appear to respond to treatment? 

A, The clinical status of the patient 
must be completely restudied (1) to make 
sure that the diagnosis is correct and 
complete; (2) to determine whether the 
drug therapy is effectively active and is 
adequate in dosage, yet not excessive; 
(3) to make certain that sharp dietary 
restriction of salt has been carried out; 
and (4) to make certain that proper al- 
terations of therapy have been prescribed 
and followed. 


Q. Are flame photometer determinations 
of electrolytes Na and K and chemical 
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determinations of Cl and CO, absolute- 
ly necessary in elucidation of the cause 
for refractoriness? 


A. Almost so. Electrolyte imbalances, 
produced by the brisk mercurial diuresis, 
may be suspected; if the urine is acid 
with a pH of less than 7, a heavy chloride 
loss in the urine is suggested, while a 
highly alkaline urine with pH greater 
than 7 suggests an excessive excretion of 
sodium. However, to determine the re- 
pairability, accurate blood Na, K, Cl 
and CO, and serum albumin levels must 
be established. 


Q. Is the diagnosis of congestive heart 
failure more difficult in the aged? How 
is it to be made? When is it best made, 
and how? 


A. The diagnosis is best made early. 
Breathlessness on exertion, cough, frothy 
expectoration, brownish sputum, orthop- 
nea, paroxysmal nocturnal dyspnea, con- 
gestion, and rales at the lung bases are 
often attributed to emphysema and 
chronic bronchitis (the type of bronchitis 
cured by digitalization). However, all of 
these symptoms may well be the result 
of early left ventricular failure incident 
to hypertension or coronary ischemic 
heart disease. Sooner or later, the neck 
veins and the liver become engorged, 
and a hepatojugular reflux, on pressure 
over the liver, is demonstrable. Edema 
develops in the dependent subcutaneous 
tissue, and the systemic venous pressure 
is found to be elevated in the antecubital 
veins. Systemic venous hypertension in- 
dicates congestive heart failure. 


Q. What other conditions may simulate 
the congestive heart failure picture in the 
aged, and so must be considered and 
ruled out before the diagnosis is estab- 
lished? 

A, Other causes of dyspnea are pulmo- 
nary disease; hyperthyroidism; anemia; 
obesity; acidosis; and nervous hyperven- 
tilation. 
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Other causes of dependent edema are: 
varicose veins; phlebitis; hypoproteine- 
mia; nephritis; cirrhosis; vein-obstruct- 
ing masses; and lymphedema. 

Other causes of rales at lung bases: 
bronchitis; bronchiectasis; atelectasis; 
pneumonia; asthma; pulmonary fibrosis; 
and pulmonary infarction. 

Other causes of right upper quadrant 
pain: hepatitis; cirrhosis; hepatic vein 
thrombosis; cholecystitis; and peptic 
ulcer. 

Other causes of neck vein distention: 
superior vena caval obstruction by tumor 
compression or thrombosis; venous 
thrombosis; constrictive pericarditis; and 
tricuspid stenosis. 


Q. In surveying a refractory situation 
some further questions arise. What are 
the precipitating, predisposing, and per- 
petuating factors which may contribute 
to refractoriness and which need to be 
treated and corrected? 


A. (1) Infections, as in respiratory tract; 
(2) physical overactivity and inadequate 
rest; (3) myocardial infarction; (4) car- 
diac arrhythmias; (5) pulmonary em- 
bolism; (6) drug toxicity—overdigitaliza- 
tion; (7) dietary indiscretions; (8) over- 
loading with fluids and salt; (9) anemia; 
(10) avitaminoses; (11) nutritional fac- 
tors—low serum albumin proteins, obes- 
ity; (12) thyroid hyper- or hypofunction; 
(13) pulmonary factors—cor pulmonale; 
(14) pericarditis; (15) acute or subacute 
myocarditis; (16) other factors—arterio- 
venous fistula, nephritis, or nephrosis. 


Q. What drug factors in the therapeutic 
regime should be investigated in elderly 
patients with persistent refractoriness of 
congestive heart failure? 


A, In the first place, one must be certain 
that the proper fresh and active drugs 
have been supplied the patient; second- 
ly, that he is taking his medicine just as 
prescribed and carrying out the program 
as it was outlined to him. Since elderly 
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patients may be confused, a reliable 
member of the family must be charged 
with the responsibility. Often hospitaliza- 
tion is necessary for careful clinical in- 
vestigation and for maintenance of a 
rigid regime including intelligent rest in 
bed and sharp restriction in sodium in- 
take. In special medical studies, day-by- 
day controls and records of body weight, 
vital capacity, fluid intake and urine out- 
put, venous pressure, blood and urine 
electrolytes, and serum protein levels 
may be helpful. Possible under- or over- 
digitalization, and the production of 
hypochloremic alkalosis or acidosis as a 
result of mercurial diuretic therapy may 
be established and steps taken to correct 
the error. 


Q. How should therapy be started and 
continued in elderly patients with con- 
gestive heart failure? 


A, First of all, rest in bed, passive move- 
ment of the dependent parts, particu- 
larly the lower extremities, and general 
massage. A hospital cardiac bed or chair 
must be insisted upon. A bedside com- 
mode of the height of the bed may be 
used. A low-salt diet should be instituted. 
If high-grade atrial fibrillation is present, 
a fast-acting intravenous digitalis prepa- 
ration such as lanatoside C in doses of 0.4 
mg. or 0.8 mg., 1.2 mg. to 1.6 mg. in 
twenty-four hours, should be given. First 
and second doses should help to deter- 
mine whether or not the patient has 
been previously digitalized. The digitalis 
status may be established by the apical 
rate in atrial fibrillation, by the electro- 
cardiographic ST-segment changes, and 
by appearance of evidences of toxicity, 
all of which may be used as therapeutic 
guides. After intravenous Cedilanid D 
digitalization, the patient may imme- 
diately be started on maintenance doses 
of digitalis leaf or Acylanid with dou- 
bled dosage of the slower acting drug 
for forty-eight hours. Morphine in 11- 
mg. doses or Demerol in 50-mg. doses 





may be used to relieve anxiety and any 
respiratory distress. 

A patient in moderate failure can 
usually be managed without heroic car- 
diac therapy or drastic diuresis for three 
to five days; spontaneous diuresis may 
result from rest in bed. If the patient 
does not respond and there is no evi- 
dence of renal insufficiency or acute 
nephritis, a mercurial diuretic contain- 
ing the protective sulfhydryl or SH group 
(Thiomerin or Mersoban) may be used, 
preferably in intramuscular doses of 1 
cc. The drug may be given intravenously, 
in which case a 2-cc. dose may be used 
if the kidney function is satisfactory and 
there is inadequate diuretic response. If 
there is considerable alkalosis caused by 
CO, retention, as in chronic emphysema, 
patients may be started on Diamox, 250 
to 500 mg. per day, or Chlorothiazide 
(Merck), 250 mg. every four hours. A 
mercurial diuretic may be repeated, but 
usually is given not oftener than every 
third day. Coronary vasodilators such as 
Peritrate (100 mg. three times a day) and 
niacin (100 mg. with meals) or amino- 
phylline (0.5 gm. by rectum nightly) may 
help to promote diuresis. 


Q. What symptoms and findings suggest 
electrolyte imbalances? 


A, Extreme exhaustion, rapid, shallow 
breathing, nausea and vomiting, and re- 
fractoriness to drugs suggest electrolyte 
imbalances. 

If excessive sodium is lost in the urine 
and serum levels of sodium are around 
or below 120 mEq./I., the low sodium 
syndrome has been produced. Replace- 
ment therapy is extremely difficult. Hy- 
pertonic saline solution, 1/6 molar lac- 
tate, and 3 to 5 per cent NaCl solution 
intravenously have been successful in re- 
establishing effective blood sodium levels. 

If there is urinary evidence that the 
patient has lost too much chloride, or 
the blood chloride determination shows 
low values, 100 mEq. ammonium chlo- 
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ride may be given in 6- to 8-gm. doses for 
two or three days to overcome refractori- 
ness to diuretics. 

If hypopotassemia has been produced 
as a result of digitalization and diuresis, 
the evidence usually appears in the elec- 
trocardiogram as a prolonged PT inter- 
val with ST-T wave changes. Serum po- 
tassium below 4 mEq./1. may be corrected 
by a diet high in potassium, or by 4 gm. 
of potassium chloride or 15 cc. (45 mEq.) 
of Potassium Triplex each day. 

If ammonium chloride has been 
pushed to the point of producing not 
only hyperchloremia, but also acidosis, 
such symptoms as nausea, vomiting, and 
shallow breathing usually develop and 
the kidneys seem unable to retain the 
fixed Ammonium chloride must 
be stopped. Improvement occurs if 2 to 
3 liters of sodium lactate are given for 
one to three days. The best preventive 
limit the administration of am- 
monium chloride to two or three days 
each week, just before and during the 
time that mercurial diuretics are given. 


base. 


is to 


Q. What additional measures might be 
useful for refractory cases of edema in 
elderly individuals? 

A. Any remaining embarrassing factors, 
such as accumulation of body cavity 
fluid or gaseous distention in the abdo- 
minal cavity, should be removed. In case 
systemic venous hypertension persists, 
venesection may be desirable if the hemo- 
globin is satisfactorily high. The blood 
should be taken under sterile conditions 
and retained for possible later return to 
the patient. 

Any blood pressure elevations should 
be reduced by the careful use of anti- 
hypertensive drugs. It should be remem- 
bered that digitalis therapy decreases 
potassium content of the heart muscle 
and therefore potassium should be added 
when long-term digitalis therapy has 
been prescribed. 
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In some cases of absolutely refractory 
congestive heart failure, antithyroid 
therapy may be used to reduce the total 
body metabolism to a low vegetative level 
of about —20 per cent. Total thyroidec- 
tomy and propylthiouracil for temporary, 
and radioactive I'3! for permanent, thy- 
roid suppression have been used. This 
therapy is very successful if there is 
masked hyperthyroidism; at times even 
destruction of the normal thyroid may 
be effective in controlling congestive 
heart failure. 

The treatment of refractory congestive 
failure by ligation of the inferior vena 
cava has been proposed by some, but 
this measure is entirely too heroic to be 
considered in most patients, just as com- 
plete thyroidectomy is no longer gener- 
ally necessary. 


Q. Does any therapy other than digitalis 
and potassium attack the problem of the 
ultimate source of myocardial failure— 
namely, in the heart muscle cell? Has the 
limit of therapeutic ingenuity been 
reached? 

A, It seems conceivable that, in time, 
the metabolism of the heart muscle cell 
may be so well understood that its failing 
function may be improved by affecting 
favorably the actiniomyocin with high- 
energy adenosine triphosphate and phos- 
phocreatine administration. 

Q. Will these problems probably be 
solved in the future? 


A. Possibly; but for the time being, we 
must rely upon our present definitely 


‘effective therapeutic regimes for conges- 


tive heart failure. It should be empha- 
sized that precipitating, predisposing, 
perpetuating, and contributing factors 
must all be considered and reconsidered. 
Steps should be taken to correct them in 
each and every case of congestive heart 
failure in, the aged as well as in the 
younger age groups. 
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A sound approach 
to middle age 


; a MIDDLE YEARS, as a span of life, 
suffer from statistical vagueness. 
The person approaching middle age 
strives to delay its advent until the age 
of 40. The admittedly middle-aged per- 
sons insists on fixing its upper limit at 
60. In an average life of 70 years, the 
span from 35 to 55 would be nearer a 
middle allocation than 40 to 60. 

In terms of biologic and psychologic 
changes, middle life may be marked off 
from adulthood and later maturity, but 
it is not susceptible to sharp demarca- 
tion, for each stage of life merges im- 
perceptly into the next. 

Since neither the calendar nor the 
statistician can set off sharply the middle- 
aged group from the rest of the maturing 
population, we have to resort to certain 
signs that body and mind are becoming 
less responsive to the demands of life, 
and that, in fighting life’s battles, the 
weapons are growing duller and the op- 
ponent’s sharper. 


Emotional Reactions to Aging 
The signs of aging are easy to read, but 
those who read differ greatly in aware- 
ness. Some persons note their presence 
but insist that they are warning signs, 
cautionary amber lights. They insist that 
all that is needed is a little dieting, oc- 
casional rest periods, and an assortment 
of vitamin pills. In this group belong 
the practitioners of strenuous living who 


Editorial 





operate on the premise that man can live 
a free-wheeling existence up to age 35. 

Other persons react with alarm to the 
signs of aging. Like drivers suddenly 
faced with a red light, they slam on their 
mental brakes to avert disaster. Their 
superheated emotions accomplish two 
things: (1) they dim the threat of the 
red danger signal long enough to restore 
emotional calm, and (2) they set in mo- 
tion a series of rationalizations to al- 
leviate the painful situation. The threat 
is met with denial, “I am still as good 
as ever: I never felt better.” When denial 
continues to collide with facts, ration- 
alization takes over, running the gamut 
from self-deception to concealment. “It’s 
only lack of practice that is slowing up 
my tennis game.” “Gray hair? It makes 
me look dignified!” 

As to concealment, nature is always 
resorting to it in its use of protective 
coloration. By its dispensation, the im- 
pact of aging can be cushioned by a 
simulated youthfulness. If men were not 
so sensitive to the gibes of the other sex, 
they would openly resort to the beauti- 
cian. This feeling does not preclude the 
use of such age-erasing devices as toupees, 
hair bleaching, and face lifting. 

While men pretend to sanction their 
use on vocational grounds only, women 
have had no such scruples. By keeping 
their age stationary, their weight im- 
mobile, their complexions clear, and 
their smiles warm, they find it easy to 
draw the admiration of males and to hold 
the affection of their mates. The bloom 
of youth has faded, but the counterfeit 
freshness that has succeeded it is en- 
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hanced by the indefinable beautifier 


called maturity. 

Why Philosophy Falls Short 
However, this escape from aging into 
the haven of continued youthfulness does 
not rid one of the fear of growing old. 
By the time the 40’s have rolled around, 
the feeling deepens that no philosophy 
of life, however profound or esoteric, 
can avail against the growing disillusion- 
ments brought by the practical exigencies 
and vulgarities of life. 

Nor can one find in philosophy solace 
from the increasing opaqueness of the 
senses and the cooling of the passions, 
for life is lived largely on the practical 
and physical planes. “Outrageous for- 
tune” continues to hurl its “slings and 
arrows,” and, whenever the barbs strike, 
they cause pain that no philosophy can 
entirely assuage. 

If philosophy proves inadequate as a 
substitute for physical well-being, it is 
equally unsatisfactory as a compensatory 
preoccupation. There are too many di- 
verse systems clamoring for recognition 
and too many protagonists who depend 
more on window dressing and high pres- 
sure salesmanship than on reasoning. 

With the loss of philosophic crutches 
and acceleration, other fears arise, the 
foremost of which is the fear of senility. 
There is something indecent in senile 
degeneration that offends the esthetic 
sense. Many persons cannot become rec- 
onciled to the inevitableness of death, 
and the spectacle of slow dissolution of- 
fends their concept of the dignity of man. 

The Psychologie Approach 
It is true that the irrational fears that 
beset the aging process die hard. Yet one 
can resolve to look upon the face of age 
and learn to live with it. To implement 
the resolve, ways must be found to 
change one’s mode of living. Habits and 
attitudes are not easily altered. Here the 
cooperative endeavors of family and 
friends have a salutary effect. That of a 
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professional trained in the science of 
geriatrics would be incalculably more 
effective. 

The reference is to the geriatrician. 
He is a new type of family physician. He 
is not a jack-of-all-trades specialist in the 
sense that he supersedes him. He is con- 
cerned with the patient’s medical. his- 
tory, noting each malady with the thor- 
oughness of a specialist. But whereas the 
specialist dissects the patient’s individual 
organ impairment, the geriatrician re- 
assembles him into a dynamic whole. 

Properly conceived, the adjustive meas- 
ures of aging need not be painful or 
irksome. They do not need to be the 
adjustment of capitulation, the surrender 
to a philosophy of resignation. Rather 
they are the adjustment of accommoda- 
tion. They may involve as little effort as 
is expended in shortening one’s stride to 
keep up with a slow-gaited companion, 
or the economizing of energy described 
by one middle-aged woman who an- 
nounced, “I now try to pick up as many 
things as possible in one bending.” 

Fortunately, many persons view the 
danger signals of aging without alarm. 
They view the advent of the middle years 
as the beginning of a new life cycle. Al- 
though it is sharply transitional, they 
feel confident in their ability to make 
the necessary adjustment. To them, mid- 
dle age doesn’t signal the Pitkinian re- 
nascence or the Oslerian recession. Life 
simply changes its tempo and rhythm. 
It has its deficits and compensations. 

What the mind loses in alertness, it 
makes up for it in the assurance of re- 


‘flective thinking. If the muscles grow 


sensitive to fatigue, they learn to respond 
more selectively to stimuli. If the bodily 
functions show signs of impairment, they 
flash intermittently the amber lights of 
caution. And if the fires of passions are 
being damped, one comes to prize the 
release from their tyrannical domination. 
ALBERT J. LEVINE, PH.D. 

New York City 
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In pruritus ani the stools are usually strongly 
alkaline. Malt Soup Extract encourages the 
erowth of aciduric bacteria in the intestines. 
When this has been accomplished, the feces 
become soft, have an acid reaction, and in- 
tractable itching of the rectal region dis- 
appears. 

1. Brooks, L. H.: Use of Malt Soup Extract in Treat- 


ment of Pruritus Ani (American Proctologic Society, 
April, 1957. To be published.) 
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All books intended for review and all correspond- 
ence relating to this department should be sent 
to Book Editor, GERIATRICS, 84 South Tenth 
Street, Minneapolis 3, Minnesota. 


Psychological Aspects of Aging 

JOHN E. ANDERSON, editor, 1956. Menasha, Wis- 

consin: George Banta Publishing Company. 
This volume is a report of a conference on Plan- 
ning Research on the Psychological Aspects of 
Aging which was held under the auspices of 
the American Psychological Association April 24 
to April 27, 1955 in Bethesda, Maryland. Of 
the thirty papers presented, the large majority 
was contributed by psychology, 
which the subject. Each 


professors of 
is in keeping with 


morning and afternoon session is recorded, giving 
the papers as presented, and followed by the 
discussion that occurred at the end of each 
session. 

The book starts with an address by Dr. J. F. 
Sheldon, president of the International Congress 
of Gerontology, and ends with a summary and 
interpretation of the papers and the discussions 
by the editor. 

The sessions included conferences on (1) Per- 
sonal and Social Adjustment, (2) The Assessment 
of Aging, (3) Perceptive and Intellective Abilities, 


(4) Learning, Motivation, and Education, and - 


(5) Functional Efficiency, Skills, and Employment. 

This book offers much extremely valuable ma- 
terial, and anyone interested in these aspects 
of aging will find many excellent articles by well- 
qualified authors. The uniformly high quality 
of all of the papers and the large number of 
them make it extremely difficult to review this 
book except in most general terms. 

The opening address by Dr. Sheldon is a 
most readable and interesting account of “some 
problems of older people.” Dr. Sheldon rates 
the provision of efficient hearing aids and spec- 
tacles as the most important service performed 
by the National Health Service of Great Britain 
for older persons. He points out how being able 

(Continued on page 54A) 
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the reticuloendothelial cells where storage is 
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Hydrolysis in the blood stream — As the 


amount of circulating polyestradiol phosphate 





falls below a certain level. more passes from 
the reticuloendothelial system into the blood 


stream. Biologically active units of estradiol 
are slowly split off from the parent molecule. 
The free estradiol then exerts a normal estro- 
genic influence and is metabolized by the 
body in the same manner as the endogenous 
hormone. 
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to see and hear keeps them in touch with the 
rest of society and decreases loneliness. He states 
that the major occupational risk of old age is 
the liability to falls. “Sixty-five per cent of 
domestic accidents in Great Britain appear be- 
yond the age of 65. If you look at the fatalities 
from falling, 90 per cent of the deaths from 
falls occur in the old age period.” Following this 
is an interesting discussion on the gait of older 
persons, the types of falls which develop, and 
the theory that these falls result from a specific 
brain disease involving the brain nuclei. From 
the social standpoint, Dr. Sheldon feels that 
loneliness is the most important problem. 

interested in the paper, 
“Psychological Developments in the Second Half 
of Life” by Robert Peck, offers an in- 
teresting discussion on methods for making the 
transition to a new set of values for the second 
half of life. He that persons who reach 
the first stage of physical decline should switch 
from physique-based values to 
values. “If wisdom is a ‘good thing, 


I was particularly 


which 


feels 


wisdom-based 
* then such 
represent a 
defeated surrender to physical aging. Rather, it 


a transition would not necessarily 
would be replacing physique-based powers of 
youth with equally attractive, useful powers of 
a different kind, which aging has conferred- 
and which, indeed, may require about this much 
life experience.” In his discussion of socializing 
versus sexualizing in human relationships, he 
contends that sex is of importance in the first 
half of life but much less important in the 
second half. He raises the question, “if olde 
people experience many other drives more 
strongly than the sex drive, then why need they 
feel particularly frustrated about lessened sexual 
potency, unless they are still trying to work out 
unfulfilled needs from an earlier age?’ These 
are but two samples of many points which he 
raises. 


The discussion of papers at the end of each 
session contains much interesting and contro- 
versial material by those attending the session, 
One could go on discussing paper after paper, 
but, from the standpoint of a book review, it 
suffices to say that this volume merits careful 
reading by all students of geriatrics and geron- 
tology. 

KARL M. BOWMAN, M.D. 
San Francisco, California 


Learning Comes of Age 

JOHN WALKER POWELL, 1956. New York: Asso- 

ciation Press for the Adult Education Associa- 

tion of the United States of America. 235 

pages. $3.00. 

It may be assumed that all thoughtful physicians 
concur with the essence of the following resolu- 
tion, though they may differ as to its phraseol- 
ogy: 

Whereas health in the later years of adult life 
is markedly affected by prior experiences, nutri- 
tion, and diseases; and 

Whereas the chronic progressive disorders of 
later years are clearly accelerated and exacer- 
bated by unwise modi vivendi; and 

Whereas abuse of body and mind, originally 
endowed with health, results immense 
ignorance, indulgence, and indifference; and 

Whereas the health of the people will not be 
notably improved unless they become enlighten- 
ed, 


from 


Therefore, be it 
action enhancing 
health be 

If these concepts and this conclusion are valid, 
as we think they are, the advancement of adult 
learning is of significance to all physicians and 
of especial interest to those who deal with aging 
men and women. 


resolved that any and every 
accurate lay education in 
welcomed and fostered. 


[his book is a survey of the present state and 

a projection of the probable future of educa- 

tion for adults in this country. It limits “adult 
(Continued on page 56A) 
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education to planned and purposive adult learn- 
ing occasions provided under some 
scheme of rhis narrow definition 
thus rejects all informal, nonacademic, and per- 


regularly 
guidance. 


sonal learning activities. 

This book is divided into five parts: (1) Aims 
of Adult Learning, (2) Agencies of Adult Learn- 
ing, (3) Areas of Adult Learning, (4) A Structure 
for Adult Education, and (5) 
phy of Adult Education. 

While some of the factual material is of value 
to administrators of educational institutions and 


Toward a Philoso- 


those intent upon organization, the presentation 
the defect notable 
many discussions of adult education by profes- 


suffers from woeful so in 
sional educators: an overwhelming concern with 
organization, technics, and structure. To be sure, 
part 3 discusses some of the objectives of adult 


learnin 


g, but nowhere is there any consideration 
of education for the maintenance of health. The 


educator seems interested only in “how” to 
teach, not with “what” and “why.” The absence 
of an index further limits the usefulness of 


what might have been a valuable contribution. 
EDWARD J. STIEGLITZ, M.D. 
Washington, D.C. 


Vegetable Oils in Nutrition 


New York: Corn 
Products Refining Company. 65 pages. 


DOROTHY M. RATHMANN, 1957. 


This monograph is presented as a brief review 


of the role of in the diet and its nutritional 


and physiologic significance. 


fat 


Changing economic conditions have been ac- 


companied by a progressive increase in fat con- 
sumption until at the present time the fat intake 
makes up 40 the American diet. 
Clinical and research, largely during the 
past decade, has indicated that in addition to 
the relatively minor function of providing in- 
intake, the diet, and 
acting as a vehicle for fat soluble essentials, fats 
are vital metabolic 
which are related to growth, pregnancy, wound 
healing, and other general organ functions. 

An of the relation of 
nutrition, diet, and available essential fatty acids 
to cholesterol levels, the possible implication to 
atherosclerosis, the influence of si- 
tosterols on cholesterol levels has stimulated and 
focused this The author has 
wisely and carefully avoided drawing any con- 
clusions on human nutrition from the results 
of animal experiments which were based on 
requirements for dietary essentials or induced 
deficiency syndromes, although a number of in- 
teresting hypotheses are suggested. 


per cent of 


basic 


creased caloric savor to 


concerned with functions 


increased awareness 


as well as 


interest on area. 


56A 


Although the assembled data are presented 
from the favored viewpoint of vegetable oils and 
unsaturated fats versus animal fats and hydro- 
genated oils, the optimal balance between the 
two groups and the requirements for essential 
unsaturated fats in the human diet remain to 
be clarified. The book serves the purpose of 
indicating the importance of fats in a variety 
of physiologic processes and is an informative 
volume bearing on a field of great significance. 

DAVID CAYER, M.D. 
Winston-Salem, North Carolina 


Problems of Aging 
ROBERT L. CRAIG, M.D., editor, 1956. New York: 
George Eliot Medical and Scientific Books. 240 
pages. Illustrated. $3.50. 
This collection of papers was first presented at 
the ‘Twenty-Eighth Annual Graduate Fortnight 
of the New York Academy of Medicine and was 
subsequently published serially in the Bulletin 
of the New York Academy of Medicine during 
1956. It is the second in the series on the Prob- 
lems of Aging and Old Age presented by the 
New York Academy of Medicine sinc2 1928. 
Great effort has gone into the preparation of 
(Continued on page 58A) 
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these papers by men eminent in their field. It is 
refreshing and stimulating to note that while 
three of the papers are devoted to basic and 
physico-chemical technics and studies related to 
the aging process, and fourteen discuss various 
aspects of disease as they affect disease processes 
in the aged, all of them speak with enthusiastic 
optimism of the possibilities inherent in the 
proper medical management of our senior citi- 
zens. 

Careful study of the text shows the rapidly 
increasing interest by leaders in the medical and 
paramedical professions in the many unanswered 
problems immanent in the process of aging. They 
indicate the urgent necessity for research which 
may lead to new discoveries in the laboratory of 
basic and physico-chemical processes. They point 
out the need for medicine to know more of the 
characteristics of disease processes in the person 
and the effectiveness of treatment relative to the 
individual at various stages of development. 
Throughout, there is an underlying awareness 
that the aged individual has not forfeited the 


right to live and receive proper medical care 
merely because of chronologic status. 

One should not overlook the paper by Dr. 
Irving S$. Cooper on parkinsonism. It is very well 
written and describes chemopallidectomy clearly 
and concisely. This procedure has definite limita 
tions in that great care in selection must be 
exercised, but it does offer more than just a ray 
of hope. 

The editor and the authors are to be con- 
gratulated upon this very excellent monograph. 
All who are interested in this subject can profit- 
ably read and enjoy this book. 

LEO ROSENBERG, M.D. 
Dayton, Ohio 


Altern Und Krankheit 

MAX BURGER, 1957. Leipzig, Germany: Georg 

Theime. Third edition. 684 pages. Illustrated. 
This comprehensive and extensively revised Ger- 
man work is worthy of serious attention. It con- 
tains much of interest to both practicing physi- 
cians concerned with the elderly and research 
investigators of the biology of senescence. Pro- 
fessor Biirger is Director of the Medical Clinic 

(Continued on page 62A) 
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at the University of Leipzig; he writes from an 
extensive clinical and investigative experience. 

The volume is divided into two parts: The 
Special Physiology of Aging Organisms and The 
Aged, which are considered 
nosologically. The author is particularly con- 
cerned with the effects of age upon the “natural 
history” or pathogenesis of disease. 

Citations from European medical literature 
are numerous; references to American and British 
papers or texts are negligible. This is one reason 
why the book has special value to American 
gerontologists: it presents the present European 
and, especially, German viewpoint without con- 
sideration of the literature already well known 
to serious students on this side of the Atlantic. 

Format, printing, and indexing are excellent. 
If one can read German too much ef- 
fort or constant recourse to a dictionary, this 
book is recommended as an individualized pic- 
ture of present European gerontologic thought. 

EDWARD J. STIEGLITZ, M.D. 
Washington, D.C. 
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The Economic Needs of Older People 
JOHN J. CORSON and JOHN W. MCCONNELL, 1956. 
New York: Century Fund. 533 
pages. $4.50. 


Twentieth 


“. .. As a nation we can afford to provide for 
the non-working aged at an increasingly generous 
level.” This is the cautious conclusion of the 
authors as well as the special review committee 
appointed by the Century Fund to 
formulate an action program. 


Twentieth 


Although the principle of individual responsi 
bility is embraced in this book, the action pro- 
gram poses anomylous difficulties. Included are 
the goals of expanding the employment oppor- 
tunities, encouragement of private pensions, com- 
plete coverage with adequate benefits through 





social security, and state ascendency in providing 
for both guidance services and financial needs. 
Unfortunately, private pensions tend to restrict 
free movement of workers. Also, inequities of 
private pension plans would be further enhanced 
because of variances in size of enterprises, the 
type of employment, and the strength of unions. 
Certainly private pensions, if related to merit, 
as an adjunct to our OASI, which should be 
geared to meet our needs, are to be commended. 
We should be cautious, too, that the stress upon 
states rights in these recommendations should 
not penalize the poor states. 

An important conclusion made by the authors 
is that older people have emerged as our major 
underprivileged group because of progressive in- 
flation. The old people of today are in the twi- 
light zone of adequate financial coverage. They 
have grown old before we have fully developed 
the appropriate financial resources for whole- 
some living. Here, the inadequacy of present 
social security coverage is probed while it is 
pointed out that only 8 per cent of those cur- 
rently 65 and over receive supplemental income 
through private pensions. 

That the problem of economic security for 
older people is replete with difficult dilemmas 
is readily ascertained. Not all the answers have 
been found as yet—or at least put into universal 
practice. Flexible retirement and retraining are 
answers for some, but not all, of the aging 
population. 

There is no doubt that the basic material and 
provocative solutions and suggestions found in 
this book will be of major practical aid in de- 
veloping future programs to help solve these 
economic problems. 

JEROME KAPLAN 
Minneapolis, Minnesota 
Flexible Retirement 
GENEVA MATHIASEN, editor, 1957. 
G. P. Putnam’s Sons. 226 pages. 


New York: 


This fine book, edited by the Executive Secre- 
(Continued on page 64A) 
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tary of the National Committee on the Aging, 
is based on the reports of a number of com- 
mittees and is filled with valuable information 
for all who are interested in gerontology. Espe- 


of the methods by which many companies are 
retiring their people and preparing them for 
retirement. 

A total of 76 men spent two years of research 
in preparation of this book, and several writers 
contributed. More than 500 business and indus- 
trial organizations were questioned in regard to 
their retirement and retention policies. The great 
variety of the practices reported reflects the com- 
plexity of the problem today. The recommenda- 
tions call for the adoption of practices that are 
flexible enough to meet modern demands im- 
posed by the changing social and economic 


This book should be on the shelves of every 
man who is dealing with these problems of 
holding men on their jobs or retiring them at 
a certain age. 


WALTER C. ALVAREZ, M.D. 
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When your patients need a potent, compre- 
hensive nutritional build-up, give them the 
extra benefits of the first ‘total effect’ nutri- 
tional supplement — Gevrav T. Actually six 
formulas in one, GEVRAL T spans the spec- 
trum of dietary needs furnishes in a 
single, easy-to-swallow capsule, daily — 
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Urinary Bladder Herniation: Diagnosis and 
Review of the Literature 


L. W. MASON and T. R. PFISTERER. Illinois M. J. 
111: 303-307, 1957. 


Urinary bladder herniation in association with 
inguinal and femoral hernias is present in 1 to 
10 per cent of all hernias. Important etiologic 
factors are the same as for any other type of 
hernia. Congenital predisposition, weakness of 
the abdominal wall, strenuous occupation, con- 
stipation, chronic cough, old age, and pregnancy 
are common general causes for hernia formation. 
More specifically, bladder herniation occurs when 
there is prolonged overdistention of the bladder 
because of prostatis or urethral obstruction, when 
there is excessive prevesical fat, and when blad- 
der diverticula find their way into a hernial 
orifice. 

Signs and symptoms include: (1) The presence 
of a bubonocele that disappears on urination 
and reappears when the bladder fills, (2) the 
two-step urination sign, (3) an unusual amount 
of tenderness over the hernial sac, and (4) the 
persistance of a soft, doughy mass in the hernial 
region, even after reduction of the largest por- 
tion of its content. 

The diagnosis is rarely made preoperatively. 
Occasionally, a change in size or disappearance 
of the hernial bulge after urination or frequency, 
dysuria, and urgency may be a tip-off that the 
bladder is involved in the hernia. More often, 
the red, thick, doughy bladder wall will be 
recognized at surgery on opening the sac. 

The early or simple type of bladder hernia- 
tion usually associated with the direct inguinal 
hernia needs only inversion of the protrusion by 
use of interrupted Lambert sutures, followed by a 
classical herniorrhaphy of the surgeon’s choice. 

When a fingerlike projection or diverticulum 
extends into the hernia, it should be amputated 
after freeing it down to its base or to the wall of 
the bladder. The bladder wall is closed by catgut 
and reinforced by interrupted nonabsorbable 
suture, followed by a classical type hernia repair. 
Continuous bladder drainage for seven to ten 
days is indicated. The prognosis after a proper 
repair of a urinary bladder herniation is good. 
(Continued on page 70A) 
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All 8,849 patients received 
the Dramamine routine: 


*¢T his consists of administra- 
tion of 1 cc. (50 mg.) of di- 
menhydrinate intramuscular- 
ly on call to surgery, of 1 cc. 
(50 mg.) intramuscularly on 
return from surgery, and then 
lcc. (50 mg.) intramuscularly 
every four hours for four 
doses. ... dimenhydrinate 
has reduced the incidence of 
postoperative vomiting by 
approximately 50 per cent.?? 


Moore, D. C., and Others: 
Intramuscular Use of Di- 
menhydrinate (Drama- 
mine) to Control Postop- 
erative Vomiting, J.A. 
M.A. 159: 1342 (Dec. 3) 1955. 


Dramamine Ampuls, serum type, 
250 mg. in each 5 cc. 





Research in the Service of Medicine 



















CATHETERS, 
SOUNDS AND 
CYe)| OSCOPES: 

SOURCES OF 
INFECTION 


before and after urologic instrumentation 
during indwelling catheterization 


prophylactically in urologic surgery 


FURADANTIN 


brand of nitrofurantoin 


“The catheter is probably the most common agent responsible for resistant urinary 
tract infections. ... A catheter seeds the bladder with urethral bacteria.’ 


During indwelling catheterization, “the urethra is distended by a foreign body for 
days or weeks. The response to this is production of a sheath of mucopurulent 
exudate around the catheter, providing a splendid medium for growth of micro- 
organisms. Infection of the bladder cavity is almost inevitable under these circum- 
stances... .’” 

“One further danger of urethral instrumentation is that it may produce a transient 
bacteremia. . . . In view of the possibility that infection of the kidneys may take 
place via the blood stream, the bacteremia of urethral instrumentation probably 
represents one of the ways in which infection is transferred from lower to upper 
urinary tract. ... Bacteremia has been found in a significant proportion of cases 
immediately after the passage of a sound or cystoscope.””” 
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FURADANTIN 


‘ 


‘,.. may be unique as a wide-spectrum 
antimicrobial agent that is 
bactericidal, relatively nontoxic, and 
does not invoke resistant mutants.’ 


@ RAPID ACTION. FURADANTIN, a specific for urinary tract infections, provides 
rapid bactericidal action against a wide range of gram-positive and gram-negative 
bacteria and organisms resistant to other agents including Proteus and certain 
strains of Pseudomonas. “Nitrofurantoin (FURADANTIN) has been found to be 
highly effective in the treatment of chronic urinary tract infection following pros- 
tatectomy. Treatment resulted in an abrupt fall in the number of bacteria in the 
urine, and, in almost one half of the patients, sterile urines were obtained during 
treatment. The drug was most effective against infections with E. coli and B. 
proteus.’ 


M@ EXCELLENT TOLERANCE. There have been no reports of injury to kidneys, 
liver or blood-forming organs as a result of FURADANTIN therapy. No cases of 
monilia] superinfection, crystalluria or staphylococcic enteritis have ever been 
reported. In one study, a particularly encouraging finding “was the fact that 
nitrofurantoin (FURADANTIN) did not cause diarrhea in any of the patients. ... This 
might be a consideration in the choice of an antimicrobial drug, particularly if the 
patient is in the hospital.’ 


@ NEGLIGIBLE DEVELOPMENT OF BACTERIAL RESISTANCE. In six years of 
extensive use in the treatment of genitourinary tract infections, development of 
bacterial resistance remains negligible with FURADANTIN. 


AVERAGE FURADANTIN DOSAGE: In acute, complicated or refractory cases and in chronic 
infections of adults: 100 mg. q.i. In acute, uncomplicated urinary tract infections, for 
prophylaxis and postoperatively in urologic surgery: 50 mg. q.i.d. (If patient is unrespon- 
sive after 2 or 3 days, increase dose to 100 mg. q.i.d.) 


SUPPLIED: Tablets, 50 and 100 mg., bottles of 25 and 100. Oral Suspension, 25 mg. per 
5 cc. tsp., 60 cc. bottle. 


NOW for hospitalized patients, for severe urinary tract infections when 
peroral administration of Furadantin is not feasible and for serious 
infections as septicemia (bacteremia) when the bacterium is sensitive. 


new, tiresavingc FURADANTIN Intravenous Solution 


FURADANTIN Sensi-Discs for bacterial sensitivity tests are available from Baltimore. 
Biological Laboratories. 


REFERENCES: 1. Lich, R., Jr.: J. Arkansas M. Soc. 52:271, 1956. 2. Beeson, P. B.: Yale J. Biol. 28:81, 1955. 
8. Waisbren, B. A., and Crowley, W.: A.M.A. Arch. Int. M. 95:653, 1955. 4. Draper, J. W., et al.: J. Urol. 
72:1211, 1954. 
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The Use of Mechanical Respirators in Patients 
With a High Airway Resistance 


J. B. HICKAM, H. O. SIEKER, W. W. PRYOR, and 

R. FRAYSER. Ann. New York Acad. Sciences 66: 

866-878, 1957. 
In patients with reduced alveolar ventilation, as 
in pulmonary emphysema, carbon dioxide nar- 
cosis is likely to develop when some acute, re- 
versible complication such as pulmonary infec- 
tion or heart failure supervenes. Some type of 
mechanical respirator is used to maintain ade- 
quate alveolar ventilation until the patient no 
longer requires respiratory assistance. 

Intermittent positive pressure devices are not 
very effective in patients with high airway re- 
sistance and low compliance because they pro- 
vide too high a peak flow rate. Tank respirators 
are also unsatisfactory because they fail to pro- 
vide a high mask-pressure range and a slow, 
sustained rate of inflow. The best respirator fon 
these patients is a Seeler, which provides con- 
trol of respirator function through three inde- 
pendent adjustments: the line pressure, inflow 
resistance, and mask-pressure range. With this 
respirator, the mask-pressure range is wide and 
yet provides a maximum positive pressure of 
about 30 cm. of water; there is wide variability 
in the rate at which gas is supplied to the pa- 
tient; and the peak inflow rate can be reduced 
to approximately 10 liters per minute. 

The most effective pulmonary ventilation for 
these patients is obtained by choosing as high 
a mask-pressure range as is compatible with 
The safe upper limit of positive mask 
pressure is about 37 cm. of water. Patients with 


safety. 


chronic obstructive pulmonary disease may have 
thin-walled surface cysts which are easily rup- 
tured by a high positive pressure. The inflow 
rate of the gas is then adjusted in accordance 
with the needs of the patient. Optimal inflow 
rates for patients with severe obstructive respira- 





tory disorders are in the range of 15 to 30 liters 
per minute, or even lower, depending on the 
severity of the obstruction. In patients with a 
high airway resistance, the use of a slow inflow 
rate has an additional advantage over a fast 
rate in that it provides a more uniform gas dis- 
tribution to the lungs, thus increasing the ap- 
parent compliance so that the net result is an 
increase in effective pulmonary ventilation. 


Ocular Manifestations of Some Vascular 
Disorders in the Aged 
C. W. RUCKER. Chicago M. Soc. Bull. 59: 
1066, 1957. 


1064- 


Occlusion of the central retinal artery by throm- 
bus, embolus, or spasm produces immediate 
blindness. The fundus shows arteriolar narrow- 
ing, segmentation of blood in the vessels, white- 
ness of the retina, and a, foveal red spot. Pa- 
paverine hydrochloride, 14 to 1 gr., and heparin 
are given intravenously. Dicumarol is started 
immediately, and the heparin is discontinued 
after two days. A mixture of 95 per cent oxygen 
with 5 per cent carbon dioxide for vasodilatation 
is given through a mask for one hour. If vision 
improves, inhalations are continued as long as 
twenty-four hours, with rest periods several times 
an hour. 

Thrombosis of the internal carotid artery 
causes short episodes: of blindness in one eye, 
which is followed in weeks or months by paraly- 
sis of the opposite side of the body and, some- 
times, by homonymous hemianopsia. Funduscopic 
examination may be normal or show large, soft 
exudates on the affected side. Pulsation in the 
internal carotid artery at the neck is not palp- 
able. Long-term anticoagulant therapy is indi- 
cated. Homonymous hemianopsia, with transi- 
tory pons and midbrain symptoms, points to 
basilar arterial insufficiency. Dicumarol is ad 
ministered for at least several months. 

Temporal arteritis rarely occurs before the age 
of 60. The arteries are painful, tender, and 

(Continued on page 72A) 
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milar CF brings new comfort and ease 
o your patients with colds and other 
respiratory disorders by providing more 
complete symptomatic control. Romilar 


CF syrup combines the benefits of an anti- 


histaminic, a decongestant, and an anal- 
gesic-antipyretic with the effective cough 
suppressant action of Romilar Hydrobro- 
mide* — the non-narcotic cough specific 
with codeine’s antitussive effect but with- 
out codeine’s side effects. 


Each teaspoonful (5 cc) of Romilar CF 
provides: 

Romilar ® Hydrobromide*..... 15 mg 
Chlorpheniramine Maleate. .... 1.25 mg 
Phenylephrine Hydrochloride... 5 mg 
N-acetyl-p-aminophenol ....... 120 mg 
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PROVED: An Electronic, 
Mechanical Method for Treating 
Peripheral Vascular Diseases 


Reports by Lyons, Meadows and Fuchs* in- 
dicate a marked improvement in circula- 
tory disturbances by stimulation of the 
peripheral circulation with this new, more 
physiologic, electronic, mechanical device. 


The Syncardon is designed to furnish pneu- 
matic pressure impulses to an extremity for 
an exact, measured time in perfect syn- 
chronization with each pulsation from the 
heart. Thus, a local increase in intra- 
arterial pressure forces more blood through 
any small arteries and arterioles capable of 
dilation. 


Indicated in Treatment of: 


DISEASES OF THE VEINS 
1. Chronic venous insufficiency 
. Varicose veins 
. Varicose and/or stasis ulcers 


wn 


DISEASES OF THE ARTERIES 


. Arteriosclerosis obliterans 

. Thrombo-angitis obliterans 

. Acute arterial obstructions 

. Reynaud’s disease 

. Diabetic arteriosclerotic disease 


UawWwn— 


LYMPHEDEMA 
. Post-mastectomy edema of the arm 
2. Non-inflammatory lymphedema 
. Post-inflammatory lymphedema 


Ww 


Ihe treatment is followed, in the majority 
of cases, by a remarkably prompt alleviation 
of pain, improvement in walking capacity, 
relief of intermittent claudication, and the 
healing of ulcers and gangrene. 

Lyons, Meadows, and Fuchs. A New Method for 
the Treatment of Peripheral Vascular Disease. South- 


ern Medical Journal, Vol. 48, No. 8, Aug. 1955. 
Pp. 811-819 
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swollen, and systemic inflammatory symptoms 
are evident. Intermittent claudication of the 
muscles of mastication may appear. In nearly 
half the cases, loss of vision occurs, usually in 
both eyes. Pale swelling of the head of the optic 
nerve is seen in a week or two. Cortisone is 
given immediately, 300 mg. in divided doses for 
the first few days, reducing to 100 mg. by the 
end of the first month, then to 50 mg. for several 
months. Sometimes oxygen is administered the 
first few days. After treatment is started, further 
vision is seldom lost, but return of lost eyesight 
is unusual, 


Overenthusiasm in the Treatment of the 
Elderly Patient in Congestive Failure 

M. H. ROSENBLUM. Ohio State M. J. 53: 777-779, 

1957. 

Rest, digitalis, oxygen diuretics, and sodium 
restriction must be prescribed cautiously in 
elderly patients. Strict confinement to bed aggra- 
vates pulmonary congestion and increases the 
hazard of thrombophlebitis. The patients should 
use a bedside commode or nearby toilet and sit 
in an arm chair part of the day. 

Elderly patients may have a limited thera- 
peutic range for digitalis. Evidence of minor 
toxicity must be heeded. Potassium deficiency, 
which increases sensitivity to digitalis, requires 
prompt attention. Rapid digitalization is usually 
hazardous and unnecessary. Intravenous digitalis 
should be avoided except in severe pulmonary 
edema or tachycardia. Intravenous lanatoside C 
is given in half the digitalizing dose in a five- 
minute period, then a quarter of a digitalizing 
dose in each of two hourly periods if necessary. 

Pre-existing chronic anoxia caused by lung 
disease dulls the respiratory center response to 
carbon dioxide tension and makes oxygen ther- 
apy dangerous. Respiratory acidosis with con- 
fusion, mania, drowsiness, headache, muscle 
twitching, increased intracranial pressure, coma, 
and death may ensue. An oxygen flow of 1 liter 
per minute by nasal catheter, which is increased 
every other day by 1 liter to 7 liters per minute, 
is safe for these patients. Then 40 to 50 pei 
cent oxygen by tent may be substituted. 

Limited renal function in elderly patients dic 
tates cautious use of diuretics and salt restric 
tion. Depletion of chloride followed by sodium 
and potassium loss in rapid diuresis puts an 
added burden on the kidney, with danger of 
uremia. Ammonium chloride may overload a 
weakened base-conserving mechanism. Diuresis 
should be attempted only after an adequate 
trial of rest and digitalis alone. 

(Continued on page 74A) 
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when anxiety must be relieved, 


‘Compazine’ works rapidly. 


‘A few hours after the initiation of therapy, 


Imost patients notice a lessening of their 
anxiety and tension. Improvement 
continues, reaching a maximum in from 
}to § days. Patients are emotionally 
calm, yet mentally alert. 


Available: 


Spansulet capsules, ro mg. and 15 mg. 
Tablets, 5 mg. and 10 mg; and, primarily 

| for use in hospitalized psychiatric patients, 
25 mg. tablets. 
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Smith, Kline & French Laboratories, Philadelphia 
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Latest manufacturing and packaging equip- (Continued from page 72A) 
ment is used in the production of Orinase.* 

Automatic cotton-stuffer eliminates hand Psychologic Problems in 

operation, safeguards sterility. Geriatric Opthalmology 


w. BAB. Eye, Ear, Nose & Throat Monthly 36: 
287-293, 1957. 
| Suffering unwarranted by the organic condition 
of the eye is characterized in elderly patients by 
neurosis, psychosis, or senile deterioration. An 
unhurried evaluation of the organic and psychi- 
atric components, optimism, and suggestions help 
the patients, although cures are rare. 
Disproportionate suffering is associated with 
(1) fear of incurability, surgery, or going blind; 
2) misinterpretation of the situation, such as 
great concern over a minor or imaginary symp- 
tom while disregarding major illness; (3) shallow- 
ness of mood; and (4) a depressive state in some 
cases. Diagnosis of the complicating psychogenic 
condition is often difficult. Psychoses are dis- 
tinguished by the patient’s lack of insight. Senile 
mental changes are considered psychogenic when 
there is no major nonocular organic pathology, 
| but when fatigue, forgetfulness, and normal 
| mental involution are evident. Organic senile 
| changes must be proved by signs of cerebral 
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Here’s research in grand style at the terrific 
speed of 60,000 RPM, with centrifugal fields 
reaching 300,000 g’s in the ultracentrifuge! 


The object: identification and quantitation 
of the giant molecules among the complex 
lipoproteins of the blood. 


Significance: elevation of certain blood 
lipids has been linked to the accelerated pro- 
gression of coronary disease; disturbed lipid 
metabolism is suspected as a cause of athero- 
sclerosis. Blood fractionation by ultracentri- 
fuge has led to the development of atherogenic 
index values shown above: clinical athero- 
genic trends coincide with the atherogenic 
index obtained by this method. 


Application: the ultracentrifuge is now be- 
ing used to investigate the influence of dietary 
supplementation with “RG” Lecithin upon 
atherogenic index values in patients. 
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Adapted from Gofman, J, W., and others: Mod. Med. 27:119 (June 15) 1953. 


HOW A DIZZY SPIN SPILLS THE FACTS 
about coronary disease and atherosclerosis 


~ 


This is but one phase of the vast research on 
disease states which apparently are associated 
with lecithin insufficiencies. Lecithin, a con- 
stituent of all cells and organs, emulsifier, and 
lipid transport agent, is the focal point of 
attention. 

Glidden’s “RG” Lecithin is the only lecithin 
made specifically for medically indicated 
dietary purposes. It consists of 90% natural 
phosphatides in dry, free-flowing granules re- 
fined from soybeans. 





“RG” Lecithin is well tolerated and readily 
utilized by the body. There are no contrain- 
dications. It is usually given in amounts of one 
teaspoonful t.i.d. (7.5 Gm.). (In current clini- 
cal research, amounts up to 60 Gm. daily 
are used.) 


A preliminary report on lecithin in health 





and disease has been published and is avail- 


able to physicians on request. 


RG LECITHIN «a cictery phosphatide supplement 


The Glidden Company + Chemurgy Div., 1825 N. Laramie Ave., Chicago 39, Ill. 
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Examination is time consuming because, in ad- 
dition to careful ocular examination, the patient 
must be allowed to talk freely. Personality must 
be evaluated in terms of education, occupation, 
family status and relations, basic emotional 
trends, and general philosophy. Habits, work, and 
living conditions must be clearly outlined. Some- 
times, systematic questioning or casual interrup- 
tion of the eye examination for conversation 
during many visits is best. The patient must be 
convinced that questioning is pertinent. Mem- 
bers of the family should also be interviewed. 

Industrial cases are further complicated by 
conscious or subconscious wishes for compensa- 
tion. Some elderly patients see an accident as a 
welcome means to retire with security. It is diffi- 
cult to distinguish between real suffering and 
exaggeration of symptoms and genuine imagined 
symptoms and willful distortion. 

Treatment demands an unbiased, optimistic 
approach. Encouraging the patient to talk freely 
is helpful. Change in habits, retirement, or ad- 
justment of living conditions may ease symptoms. 
Advice must be repeated many times for some 
patients before suggestions are remembered or 
followed. 


Gastric Surgery in Elderly Patients 
S. O. HOERR. Cleveland Clin. Quart. 24: 116- 
122, 1957. 
When operating on the aged, it is critically im 
portant to decide whether the benefits derived 
from an operation are of sufficient magnitude 
over those of conservative, nonoperative man- 
agement to warrant subjecting the patient to 
the operation. It is equally important that the 
patient himself must want the operation. 
Although the mortality for resection in ap- 
parently malignancy is sur- 


curable stomach 


prisingly low, even in elderly patients, when the 
lesion is surgically incurable, the risk increases 
sharply after the age of 60. In 410 consecutive 
operations for benign diseases of the stomach 
and duodenum, only 3 deaths occurred, 1 in a 
patient over 60 years of age. Nonfatal complica- 
tions were, however, significantly higher in the 
older-age group. 

The use of a tube gastrostomy from the gastric 
remnant or stomach decreases chest complica- 
tions, and is better tolerated by the patient. 
Energetic preoperative correction of anemia, pro- 
tein deficiency, or electrolyte imbalance, as well 
as control of any upper respiratory infections, 
will reduce the hazards of surgery. Judicious use 
of depressant drugs, as well as skillful use of 
anesthesia, has no substitute. The patient should 
walk as soon as possible postoperatively. Sitting 
in a chair or bed and dangling the legs should 
not be allowed. The feet should rest on a chair 
without pressure on the backs of the thighs 
or calves, since such pressure may invite venous 
thrombosis. 

Allowing the older patients as much latitude 
as reasonably possible, relative to personal whims 
and habits, is also an integral part of manage- 
ment. 


Heart Disease After Sixty-Five 

P, D. WHITE. J. Am. Women’s A. 12: 127-135, 

1957. 
Fhe maintenance of useful work habits is im- 
portant in prophylaxis and rehabilitation of 
older people whether or not they have heart 
disease. The older patient must feel that he is 
still useful. If the elderly person, the cardiac 
patient, can be kept working, he will require 
less attention from the physician and the social 
worker. A considered optimism based on knowl- 
edge of the patient as an individual instead of 
a statistic is vital to the good management of 
the cardiac patient. 

(Continued on page 79A) 
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solution 


resistant to all forms of treatment, 
demonstrated remarkable therapeutic 


properties in every instance." 


CARPENTER, E. B.: AM. 


» SURG. 77:167 (FEBRUARY) 1949, 
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to quiet 
the cough 


and calm 
the patient... 


Your modern cough prescription 
Expectorant action 
Antihistaminic action 
Sedative action 


Topical anesthetic action 


ERGAN 


EXPECTORANT Wyeth 


Promethazine Expectorant 
With Codeine Plain (without Codeine) 


® 
Philadelphia 1, Pa. 
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elasticity for compression 
body for support 





ACE Bandages combine fine rubber yarn and highest 
quality long-staple cotton in a “balanced weave” 
that assures optimal therapeutic results through 
uniform support. 
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BECTON, DICKINSON AND COMPANY - RUTHERFORD, N. J. 


8-D AND ACE, T.M. REG. U.S. PAT. OFF. aiss6 
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Coronary heart disease is a condition which 
may be outgrown. A person may be much better 
at the age of 60 than at 50, much better at 70 
than 60, or even better at 80 than 70. Coronary 
insufficiency may be outgrown as collateral cir- 
culation is built up. Even patients with myo- 
cardial scars may make good recoveries. How- 
ever, prognosis is not so favorable if angina 
pectoris follows coronary thrombosis. Patients 
with dyspnea and congestive failure do_ less 
well. After recovery from angina decubitus, the 
condition may clear up, and the patient may 
enjoy perfect health for ten years. During the 
critical few weeks or months, it is important 
to use nitrites cautiously, follow a careful diet, 
curtail activity, and avoid any strain. Anti- 
coagulants will improve the prognosis. 


The Management of Emphysema 

R. W. BALLIN. Maryland M. J. 6: 200-202, 1957. 
Potential candidates for emphysema are often 
from “pulmonary families.” They have frequent 
attacks of vasomotor rhinitis and respiratory in- 
fections and have difficulty in “shaking their 
colds.” Since every prolonged cough will destroy 
a few more alveoli, they should be taught to 

(Continued on page 81A) 
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STUDIED IN 18,000 PATIENTS 
Orinase* was used investigationally in 
more than 18,000 patients prior to its 
release on June 3, 1957. 





*Trademark, Reg. U.S. Pat. Off.—tolbutamide, Upjohn 


THE UPJOHN COMPANY Up i 
Kalamazoo, Michigan john 





MEPROBAMATE 


Conjugated Estrogens (equine) with Meprobamate 


It was inevitable that these two therapeutic agents—the 


leading natural oral estrogen and the foremost, clinically 


proven tranquilizer—should be combined for control of 


the menopausal syndrome when unusual emotional stress 


complicates the picture. 


Ayerst Laboratories »* New York, N. Y. * Montreal, Canada 
5756 Meprobamate, licensed under U.S. Pat. No. 2,724,720 













by mouth...by vein... 
palliation achieved in prostatic carcinoma 


STILPHOSTROL 


Diethylstilbestrol Diphosphate, AMES Tablets - Ampuls 











**'..easy and safe to give very large doses...””' 


e Better tolerated than unphosphorylated stilbestrol 

@ Permits higher doses for more effective palliation 

e Benefits patients “...even after other estrogens have failed’? 

@ Relieves pain, reduces urinary symptoms and increases well-being 


@ Tablets permit initial or maintenance treatment of ambulatory as well as 
hospitalized patients 







1. Flocks, R. H.: J.A.M.A. 163:709 (Mar. 2) 1957. 
2. Flocks, R. H.; Marberger, H.; Begley, B. J., 
and Prendergast, L. J.: J. Urol. 74:549, 1955. 







For complete information, write to: 
Medical Department 


(NAMES 
COMPANY, INC + ELKHART, INDIANA 
AMES COMPANY OF CANADA, LTD., TORONTO 


37257 
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seek immediate medical aid for any cough that 
does not stop within a few days. Sinus conditions, 
allergic or otherwise, should be intensively treat- 
ed. Until rather severe symptoms have developed, 
most of these individuals will pay little atten- 
tion to the advice that they would be better off 
if they did not smoke. 

Treatment of the full-blown case includes the 
use of a combination of expectorants with small 
doses of ephedrine and codeine, often with small 
doses of phenobarbital to prevent tachycardia 
from the ephedrine. Antibiotic therapy will be 
much more successful following sensitivity studies 
of the bacteria in the sputum. Restoration of 
more normal movement of the diaphragm fol- 
lows breathing exercises in which the patient 
is taught to push out the lower abdomen with 
his hand on his stomach. Isuprel administered 
several times a day with a nebulizer removes 
secretions, and if there is severe suppurative 
bronchitis, bronchoscopic aspiration and lavage 
may give considerable relief. 

Contributing factors, such as obesity, which 
add to the dyspnea must be corrected. Arthritic 
changes in the thoracic cage that interfere with 


in 
geriatric 
skin 
care 





motion and allergic conditions of sinuses and 
bronchi should be controlled. Later on, when 
cardiac complications develop, digitalis and mer- 
curial diuretics are indicated, although these are 
not so effective as in patients suffering from 
heart disease alone. 


EDITOR’S NOTE 
In the article “Vitamin B,. Deficiency in the 
Aged” by S. A. Tauber et al, which appeared in 
the June 1957 issue of GERIATRICS, the last 
paragraph in the first column on page 372 
should read as follows: 


“It is interesting to note that with histamine 
stimulation of the gastric mucosa, the 
younger persons excrete, in the urine, more 
than the aged of an orally administered 
dose of radioactive By. Such data could be 
interpreted as an increase in the absorption 
of vitamin B,. due to the effect of a greater 
production of intrinsic factor on the absorp- 
tion of B, by the younger individual.” 

The following sentence should be added after 
“older individual” in line 7 in the second col- 
umn, page 372: 

“It was then decided to add an intrinsic 

factor substance to enhance the absorption 

of the orally administered vitamin B,».” 





White's Vitamin AgD Ointmen 


HASTENS CLOSURE OF SLOW HEALING WOUNDS, 
bedsores, diabetic and varicose ulcers, burns, abrasions 


WHITE Laboratories, Inc. 
Kenilworth, N. J. 


and fissures. 


SOOTHES AND PROTECTS DRY SKIN 
1¥% 02. and 4 02. tubes; 1 Ib. jars and 5 Ib. containers. 
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MISS PHOEBE NO. 16 IN A SERIES 





Oh, you poor dears —I keep forgetting 
you don’t have E&J chairs, too. 





E fia 





Lightweight, easy-handling E & J chairs ha J 


do smooth the path to independence. 
Moreover, the seémingly endless variety of 
standard and custom E & J models and 
accessories permits selection of the one 
“just right” chair for each patient’s needs. 


Gatseableaeiein moma There’s a helpful E & J Dealer near you 
permits easier entry and exit 


normal access to desk and table EVEREST & JENNINGS, INC. LOS ANGELES 25 
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All news and announcements for this department 
should reach the editorial office six weeks before 
publication date. Please direct all communica- 
tions to News Editor, GERIATRICS, 84 South Tenth 
Street, Minneapolis 3, Minnesota. 


Georgia Conference 
The Annual Meeting of the Georgia Gerontol- 
ogical Society will be held October 29 at the 
Georgia Center for Continuing Education at the 
University of Georgia in Athens. The meeting 
will follow the Third Forums on Gerontology to 
be held October 27 to 29. Further information 
may be obtained by writing to Miss Elizabeth 
Powell at the Center. 

© 
Connecticut Conference 
The Connecticut Society of Gerontology, in co- 
operation with the Institute of Gerontology at 
the University of Connecticut, will hold its Fifth 
Annual Conference on Aging at the University 
Campus October 16. The theme of the Confer- 






OFTEN HELPFUL 


im cases of 


2.2X (with Coated Lenses) 


Activities and Announcements... 


ence is “Your Retirement Dollar.” For additional 
information, write to Dr. Donald P. Kent, Direc- 
tor, Institute of Gerontology, University of Con- 
necticut, Storrs, Connecticut. 


Physical Medicine and Rehabilitation 
Postgraduate Course 


A six-month course in physical medicine and 
rehabilitation will be offered by Highland View 
Hospital, in affiliation with the Western Reserve 
University, in Cleveland, Ohio, to start January 
6, 1958. The course is designed for the graduate 
physician, the resident or diplomate in an allied 
speciality, and for the physician who plans to 
teach in an allied field. Application for ad- 
mittance and for fellowships should be addressed 
to Dr. Mieczyslaw Peszczynski, Department of 
Physical Medicine and Rehabilitation, Highland 
View Cuyahoga County Hospital, Harvard Road, 
Cleveland 22. 
(Continued on 86A) 


SPECTACL 


TO YOUR 


TELESCOPIC 


By prescribing Spectel 
Telescopic Spectacles you may 
often be able to effect 
substantial improvement in many cases of low visual acuity. 


These successful aids to subnormal vision are available in two powers, 1.7X or 
2.2X. Fitting is accomplished without complicated equipment or procedures, 
Trial sets are moderate in price. 
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NORTHAMPTON, MASSACHUSETTS 
Distributed in Canada by Imperial Optical Company 


supply house or direct fro 
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table wine 


odium diet? 





No. specimens Sodium (mg./100 cc.) 








examined Mean 
Musts (crushed white grapes) 9 1.63 
California Red Table Wines 82 5.56 
California White Table Wines 73 5.44 





California Dessert Wines 7.10 





bad Dietary restriction of sodium has become a standard procedure in the control 


of edema associated with cirrhosis of the liver, congestive heart failure, certain 
kidney ailments, toxemias of pregnancy, during digitalization and in drug- 


-». induced diuresis. 


fra Unfortunately sodium-restricted diets tend to be flat, tasteless, monotonous, 


leading toward failure of dietary cooperation by the patient. 


In such cases California table wine may be employed safely as well as to 
advantage in making the food more palatable without adding significant 
amounts of sodium . 


In a recent study’ it was shown that California table wines are remarkably 
low in sodium content—less than 10 mg. per 100 cc. (31%,ounce glass). 


Since recent research *'*:* has also shown that wine. stimulates a lagging 
appetite and aids digestion while adding a sparkle to any’ meal— why not encour- 
age the moderate use of wine by the patient on a restricted dietary, as, well as by 
the sufferer from anorexia, the post-surgical, convalescent or geriatric patient? 

May we send you a copy of “Uses of Wine in Medical Prattice”? A copy 
is available to you, at no expense, by writing to:, Wine Advisory Board,-717 
Market Street, San Francisco 3, California. ~, : 


1. Lucia, S. P. and Hunt, M. L.: Am. J. Digest. Dis. 2:26 (Jan.) 1957. 
2. Goetzl, F. R.: Permanente Found. M. Bull. 8:72 (April) 1950. : ‘ e~ 
3. Irvin, D. L. and Goetz!, F. R.: Permanente Found. M. Bull. 9:119 (Oct.) 1951. 

4. Irvin, D. L.; Durra A., and Goetzl, F. R.: Am. J. Digest. Dis. 20:117 (Jan.) 1953. 





nervous indigestion 


Convertin-H 


Fortified Digestive Enzymes 
WITH ANTISPASMODIC 


Convertin-H fortifies gastric and 
pancreatic enzymes to aid digestion, 
and supplies an effective antispas- 
modic to combat the spasm. 
Composition: 
Each Convertin-H tablet contains: 
In sugar-coated outer layer 
Homatropine Methylbromide 
Betaine Hydrochloride 
(providing 5 minims diluted Hydrochloric 
Acid U.S.P.) 


Oleoresin Ginger.... 1/600-gr. 


In enteric-coated inner core 

Pancreatin (4x U.S.P.).......... 62.5 mg. 
(equiv. to Pancreatin U.S.P. 250 mg.) 

Desoxycholic Acid 


Dose: 1 or2 tablets with or just after meals. 
Supplied: In bottles of 84 and 500 tablets. 
send for samples 

B. F. Ascher & Co., Inc. 


Ethical Medicinals 
KANSAS CITY, MO. 
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Course in W orkmen’s 
Compensation Medical Problems 


New aspects of health problems intensified by 
modern living will be presented at a one-week 
course, Medical Aspects of Workmen’s Compen- 
sation, which will be offered October 21 to 25 
by the New York University Post-Graduate Medi- 
cal School and the American Academy of Com- 
pensation Medicine. Included in the sessions will 
be discussions of Compensation Laws and _ the 
Doctor, Schedule Losses, Peripheral Vascular Dis- 
ease and the Worker, Heart In Industry, Re- 
habilitation, Medical Problems of the Older 
Worker, Intercranial and Spinal Cord Injury, 
Tranquilizers and the Worker, Back Pain, and 
Radiation. For application and further informa- 
tion, write to the Office of the Associate Dean, 
New York University Post-Graduate Medical 
School, 550 First Avenue, New York 16, New 
York. 

® 


Nutrition Program 

“Adults over 40,” a program which is conducted 

by the National Dairy Council, is focused chiefly 
(Continued on page 88A) 


LATEST LITERATURE SUPPLIED 
The latest information on Orinase* was 
made available to the profession during 
clinical testing period. More than 70,000 re- 
quests for literature were received. 





"Trademark, Reg. U.S, Pat. Off.—tolbutamide, Upjohn 


THE UPJOHN COMPANY | Upjohn | 
Kalamazoo, Michigan 
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in the pink... 





| recommend Deech-Nut 
‘rained and Junior Foods 
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(Continued from page 86A) 


on nutritional problems of the older adult and 
is geared to stimulate community action in this 
area of health education. To emphasize the im- 
of good nutrition in later years, the 
program provides materials and films to senior 
citizen clubs; conducts radio and television pro- 


portance 
Nancy 


grams; 
counsel on other nutritional problems to old 
age and nursing home directors; 
dow displays; and counsels civic, church, diatetic, 
and nursing group leaders on program planning 
and food needs of the older 
formation may be obtained by writing to Miss 
Carter at 
111 North Canal Street, 





offers assistance in menu planning and 


distributes win- 


adult. Further in- 


the National Dairy Council, 


Chicago 6, Illinois. 
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as the highly-praised original volume. 


Second Edition 


mark, Germany, Switzerland, and France. 








A Classified Bibliography of Gerontology and Geriatrics 
Supplement One, 1949-1955 — NATHAN W. SHOCK 


The greatly increasing interest in the problems and processes of aging is strikingly 
demonstrated by the fact that almost as many articles on the subject have been published 
in the period covered by this Supplement as were published in the entire period of 
almost half a century covered by Dr. Shock’s original Bibliography. 
follows the same plan of arrangement and has been produced in the same format as the 
Bibliography. Students, doctors, and workers in the fields of gerontology and geriatrics 
will find that the new volume provides the same comprehensive treatment of materials 


Trends In Gerontology 

NATHAN W. SHOCK 

Recent developments in the field of gerontology are described in this completely revised 
edition of a book which provides an accurate and comprehensive view of the varied 


problems of aging. The range of the revised edition has been greatly extended as a 
result of the author’s visits to research laboratories in England, Norway, 


Stanford University Press, Stanford, California 


The Supplement 


$15.00 


Den- 
$4.50 


Sweden, 



























PT AVAILABLE AT ALL PHARMACIES 
FOR GASTRO-INTESTINAL DYSFUNC- 


TION AND ANTI-FLATULENT EFFECTS 
IN FERMENTATION 


EUCARBON 


Each tablet contains: Extract of Rhubarb, Senna 
Precipitated Sulfur, Peppermint Oil an Fennel 
Oil, in a highly’ activated charcoal 
Action and Uses: Mild laxative, adsorbent and 
carminative. For use in indigestion, hyperacidity, 
bloating and flatulence. An excellent detoxifying 
substance with a wide range of uses in derma- 
tology. 
Dose: 



































1 or 2 tablets daily % hr. after meals 
— Supply: Tins of 100. 












STANDARD PHARMACEUTICAL CO., INC. « 253 WEST 26th ST., NEW YORK 1, N.Y. 
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“In Pulmonary and Bronchial Conditions” 
TRANSPULMIN ® 
Injection 
3% solution Quinine with 212% Camphor; In- 
dicated in acute and chronic bronchitis and as 
prophylaxis against pulmonary complications, 
influenza and other upper respiratory conditions. 


“A modernized method of a: an Burow's 
Solution U.S.P 
PRESTO-BORO. ® 
POWDER IN ENVELOPES OR TABLETS 
(Alum. Sulfate and Calc Acetate). For use as 
an astringent and topical wet dressing, 
treatment of swellings, inflammations, sprains, 






Pion: 

“Sedation & Euphoria for Nervous, 

rritable Patients’ 
VALERIANE TS-DISPERT © 
Each Chocolate Coated Tab. Contains Ext. Valer- 
ian (highly concentrated) 0.05 gm. disper: 
gentized. Tasteless, Odorless, Non-Depressant. 
indicated in cases of nervous excitement, de- 
states, menopausal molimena, in- 
somnia. 
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; DISORDERS —from the mildest 
: to the most severe 
: many patients with MILD involvement can be effectively 
4 controlled with 


MEPROLONE 


many patients with MODERATELY SEVERE involvement 
can be effectively controlled with 


MEPROLONE 


and NOW for patients with 
SEVERE involvement 






M ind SSED TABLETS 


PROLONE 


, The first meprobamate-prednisolone therapy 








the one antirheumatic, antiarthritic that 
simultaneously relieves: (1) muscle spasm 
(2) joint inflammation (3) anxiety and 





; tension (4) discomfort and disability. 
9 SUPPLIED: Multiple Compressed Tablets 
in three formulas: ‘MEPROLONE’-5— 
's 5.0 mg. prednisolone, 400 mg. meproba- 
mate and 200 mg. dried aluminum hy- 
droxide gel. ‘MEPROLONE’-2— 2.0 mg. 
hy prednisolone, 200 mg. meprobamate and 


ns, 200 mg. dried aluminum hydroxide 
gel. ‘MEPROLONE’-1 supplies 1.0 mg. 
prednisolone in the same formula as 
“MEPROLONE’-2, 


@: MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., INC, 
PHILADELPHIA 1, PA 


*MEPROLONE'’ is a trademark of Merck & Co., Inc. 


FOR THE ENTIRE RANGE OF RHEUMATIC-AR 
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12,000,000 TEST TABLETS 


During 16 months of clinical testing, 


more than 12,000,000 Orinase* tablets 
were made available to physicians for 
trial in selected diabetic patients. 





"Trademark, Reg. U.S. Pat. Off.—tolbutamide, Upjohr 


THE UPJOHN COMPANY 
Kalamazoo, Michigan 








Manufacturers j 
Activities 


Oral Diabetic Drug 

Orinase, which can be taken orally in tablet 
form, thus eliminating the need for insulin in- 
jections, was recently issued by the Upjohn 
Company, Kalamazoo, Michigan. Clinical studies 
and trials of the drug show that it is effective 
in controlling blood sugar levels in mild to 
moderate cases of diabetes, particularly in per- 
sons over 40 who require 40 units or less of in- 
sulin daily 


Full Range Tranquilizer 

Schering Corporation, Bloomfield, New Jersey, 
recently released a new tranquilizer, Trilafon, 
which is effective in small doses and useful in 
treating any psychiatric patient manifesting anx- 
iety, agitation, and psychomotor excitement. The 
drug, which has the best results in the acutely 
ill mental patient, reduces cost of psychiatric 
treatment, obviates the need for hospitalizing 
some patients, shortens the stay for others, and 
is suitable for outpatient and office use. 
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salt without sodium looks like salt... 


Supplied in 2-ounce shakers and tastes like salt 
esac 


8-ounce bottles. 


E. FOUGERA & COMPANY, INC, i 
75 Varick Street, New York 13, N. Y. behaves like salt earns 











DOME World Leader in Dermatologicals 
PRESENTS THE ORIGINAL 
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with 
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Drs. Reiss 
and Campbell report in 
DERMATOLOGICA, vol. 108, 
no. 2, “The Effect of Topical Ap- 
plication of Vitamin A with Special 
Reference to the Senile Skin”— 
“Our observation on a series of 
patients affected with a variety 
of skin diseases showed a notice- 
able disappearance of scaliness 
and follicular hyperkeratosis, as 
well as diminution of Pruritis.” 
AVAILABLE: 1 oz. tube, 2 0z., 4 02z., 
and 1 Ib. jar. 








We DOME Chencicals luc. 
(wy 109 WEST 64 ST., NEW YORK 23, N.Y. 
In € 


anada: 2765 Botes Rd., Montreal, PQ 





HE’S OFF CAFFEIN... 


but he still enjoys his coffee 
as much as ever! 


Hearty ... robust .. . full man-sized flavor! That’s 
new Instant Sanka Coffee. No matter how much coffee 
your patients like to drink . . . Instant Sanka can’t 
get on their nerves or keep them awake. All pure 
coffee. 97% caffein-free. 


LN STANT 


ANKA 
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A fine coffee from 
General Foods 




















everything 
changes 
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METABOLISM | | | il 


test apparatus! | ‘\ 
METABOLISM signifies change. . . an ) X ‘ ya , 
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and now metabolism test methods 
themselves have undergone a radical 
change. Now office BMR tests are 
really practical because the new, auto- 
matic, “‘self-calculating” type of BMR 
test apparatus does away with all the 
charts and graphs and slide-rule 
paraphernalia so long associated 
with BMR. If you haven’t , 
information on this 
drastically “different” kind 
of BMR unit, mail the 
coupon below. We'll 
gladly send descriptive 
literature without 
obligation. | 
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BASAL METABOLISM — : THE LIEBEL-FLARSHEIM CO. re 
APPARATUS > Cincinnati 15, Ohio ° 

: Gentlemen: Please send me, without obligation, * 

$ your 6-page brochure on the L-F BasalMeteR. ; 

4, ° ° 
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lt tastes so good... 
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MAKES 3 QUARTS — sasros somrey Stree 


Convenient 3-Qt. and Economical 8-Qt. Sizes 


NEW CARNATION INSTANT-— 
delicious new nonfat way to natural milk 
protein, B-vitamins and minerals! 


Every day, more people begin to drink 
new Carnation Instant, the refreshingly 
light flavor nonfat milk that comes in 
instant crystal form. 

Why? Because it tastes so good. Natural, 
fresh. Light and refreshing, delicious for 


drinking. Quick — mixes instantly in ice- 


cold water, ready to drink. 


The physician recognizes the value of 
this new trend towards milk nutrition 


One quart of Carnation 
Instant meets adult daily 
requirements* as follows: 


94A 


the nonfat way. Carnation Instant pro- 
vides all of milk’s natural protein, thia- 
mine, riboflavin and calcium...the latter 
being the most prevalent deficiency in 
American dietaries, in all age groups. 


Your patients enjoy delicious Carnation 
Instant. So will you. Ready instantly, 
fits into your busiest day. High in pro- 
tein, minerals, B-vitamins. Low in cal- 
ories. Refreshing light flavor. 


e 50% to 60% MDR Protein (men and women) 
e Y% MDR Vitamin B, 
© 95% MDR Vitamin Ba 


® more than 100% MDR calcium and phosphorus, 
in natural milk balance 


® only 81 calories a glass 


*National Research Council 

















From the Quaker Oats Company 
for your patients 





NUTRITIOUS WHOLE WHEAT 
THAT'S DELIGHTFULLY DIFFERENT! 


Tastes so good your patients will be glad 
to eat! Provides protein, Vitamin B:, and Iron. & 
A welcome change from routine cereals. ROLLED 





Pettijohns is rolled whole wheat that tastes good so \E3WH EAT 


brown sugar and butter, with fruits. Try it yourself, 


doctor. You’ll be glad to suggest it to your patients. 





2 
many different ways—with milk or cream, with > f 
Cooks in 1 minute es 


PETTIJOHNS 
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Most patients under stress will 





welcome Ovaltine as part of their diet 





Ovaltine provides a wealth of essential 
nutrients which help the body resist the 
detriment of stressful states. Ovaltine’s 
natural blandness combined with good 
taste makes it especially valuable in 
many bland diets. 


Ovaltine is a soothing, nourishing, well- 
tolerated beverage that’s ideal for use 
in many stress states where stimulating 
beverages are usually contraindicated. 


Patients like Ovaltine hot or cold, at 
any time of the day. 























Three servings of Ovaltine and milk provide: 








MINERALS VITAMINS 
*Calcium... .. 1.12Gm. *Vitamin A..........4000 1.U. 
Phosphorus ..940 mg. *Vitamin D...........420 1.U. 
*lron... ..12 mg. *Ascorbic acid .......37.0 mg. 
Copper. ...0.7 mg. *Thiamine............ 1.2 mg. 
lodine secede “I: sccrsevees 2.0 mg. 
Fluorine. .....0.5 mg. Pyridoxine... ......,0.5 mg. 
Cobalt............0.006 mg. Vitamin B,,......... 5.0 meg. 
ere 560 mg. Pantothenic acid..... 3.0 mg. 
See See. Renee 10.0 mg. 
Magnesium.........120 mg. Folic acid... ..... ..0.05 mg. 
Manganese.........0.4mg. Choline ............200 mg. 
Potassium. ........ 10mg. GWUM.........5005 0.03 mg. 

rere | 

*PROTEIN............32 Gm. 
CARBOHYDRATE..... 65 Gm. 
| AR 30 Gm. 


*Nutrients for which daily dietary allowances are recommended 
by the National Research Council. 


Ovaltine’ 


The World’s Most Popular Fortified Food Beverage 
The Wander Company, 105 W. Adams St., Chicago 3, Ill. 
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PROTEIN-RICH 


WHEATENA 


...easy to digest! 
...easy to assimilate! 


All-wheat Wheatena is as digestible as it 
is nutritious—and so easily assimilated it’s 
the perfect hot breakfast cereal for your 
geriatric patients. 

Made of all the wheat—wheat germ, bran 
and farina—Wheatena is low in fat con- 
tent. So delicious, its distinctive nut-like 
flavor tempts even the most listless appe- 
tite! And so easily digested and assimi- 
lated, even infants thrive on it! 

Pure, wholesome 
Wheatena . .. made 
without salt or 
sugar...is a protein- 
rich food that spells 
nutritional support 
for your older 
patients. Write for 
sample packages 
for your patients 
today. 


Wheatena 


Made from all the wheat_ 
and toasted so it’s fyp to eat! 


THE WHEATENA CORPORATION, 
Wheatenaville, Rahway, New Jersey 
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One tablet q. 12 h. to prevent angina pectoris 


1 tablet 
all night 


* 


EE Pe 


1 tablet 
all day 


Provides full 24-hour protection for 8 
out of 10 angina patients: In rigorous 
clinical trials,! METAMINE SUSTAINED 
improved 80 (78%) of 103 patients 
with angina pectoris, including a group 
refractory to other medication. 


Each METAMINE SUSTAINED tablet 
slowly releases 10 mg. of METAMINE, 
the unique, amino nitrate, to provide 
lasting, 12-hour protection from 
attacks of angina pectoris. 


'Fuller, H. L. and Kassel, L. E.: Antibiotic Medicine and Clinical Therapy, 3:322, October 1956. 


Metamine 


Simplified dosage—just 1 tablet on 
arising, and | before the evening meal. 


Greater economy for your patient with 
angina pectoris. 


Supplied : METAMINE SUSTAINED, 10 mg., 
bottles of 50 sustained-release tablets. 
Also available: METAMINE, 2 mg., in 
bottles of 50 and 500, and METAMINE 
(2 mg.) with BUTABARBITAL (4 gr.), 
bottles of 50 tablets. 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


1 tablet 


- Sustained 


Shes. Leeming GB Ge- nc. 155 €. 44th St., New York 17, N.Y. 





on Chemotherapy of 
RHEUMATOID ARTHRITIS 


Long-term studies in this country and 
abroad have shown that the antimalarial 
ARALEN phosphate produced major im- 
provement in 72% of 294 cases of rheuma- 
toid arthritis. Aralen was often successful 
where other agents failed. Remissions 
often persisted for many months after 
therapy had been discontinued. 


JOINT EFFECTS: 


Pain and tenderness relieved. Mobility -in- 
creased. Swellings diminished or disappeared. 
Muscle strength improved. Rheumatic nodules 
often disappeared. Even severe or advanced 
deformity improved. Active inflammatory 
process usually subsided and joint effusion 
diminished. 


GENERAL EFFECTS: 


Patients felt and looked better. Exercise toler- 
ance increased. Walking speed and hand grip 
improved. 


WW . 


ARALEN.... 


LABORATORY EFFECTS: 


E. S. R. often fell slowly and hemoglobin level 
rose gradually. 


ANALGESICS AND STEROIDS: 


Requirements usually reduced or eliminated. 


Dosage: Aralen is cumulative in action and 
requires four to twelve weeks of adminis- 
tration before therapeutic effects become 
apparent. The usual adult dose is 250 mg. 
daily. If side effects appear withdraw 
Aralen for several days until they subside. 
Reinstate treatment with 125 mg. daily 
and, if well tolerated, increase to 250 mg. 


If medication is withdrawn, a relapse, if it 
occurs, will usually be manifest within 3 to 12 
months. Resumption of therapy, as above, is 
generally again effective. 


Supplied: Aralen phosphate: 250 mg. tablets 


in bottles of 100 and 1000; 125 mg. tablets in 
bottles of 100. 


for booklet discussing clinical experience, tolerance, 
precautions, etc., in detail. 
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Improve the prognosis in fractures with 
“Premarin” with Methyltestosterone 








Healing of fractures is often delayed because impairment of osteoblastic activity 
due to declining sex hormone function causes the bone matrix to atrophy. 


Older patients with fractures, particularly of the hip, respond well to combined 
estrogen-androgen therapy. The prognosis for bone recalcification is good provided 
treatment is continued for extended periods.* 


*Reifenstein, E. C., Jr., in Harrison, T. R.: Principles of Internal Medicine, ed. 2, New York, The 
Blakiston Company, Inc., 1954, chap. 98, pp. 702, 703. 


“PREMARIN” with METHYLTESTOSTERONE 


Excellent preparation for estrogen-androgen therapy 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada 








